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ABSTRACT

Examining the Relationships between Early Sexual Debut and Social Norms, Sexual Behaviors,
and Sexual Violence in Nigerian Girls and Young Women

By
Natasha De Veauuse Brown
April 15, 2019

Under the direction of Shannon Self-Brown, PhD
Introduction: Nigeria is the most populous country in Africa, with over 186 million residents and
62% under age 25. It is plagued by public health problems disproportionately affecting young
females, including prevalence rates of HIV/AIDS and unwanted pregnancy among the highest in
the world. The purpose of this study was to (1) examine the association between age at first sex
and sexual risk-taking behaviors and sexual abuse and (2) determine whether belief in sexrelated social norms moderated those relationships. It extended previous research by exploring
age at onset as a determinant and identifying targets for prevention activities to help
policymakers and stakeholders prioritize limited resources for appropriate response efforts.
Methods: Using data from the Violence Against Children Survey, secondary analysis of 899
Nigerian females aged 13-24 was conducted. The predictor variable of interest was early sexual
debut before age 15 (ESD). Outcomes explored were condom use, multiple sex partnership,
HIV testing (lifetime and past 12 months), and sexual violence victimization (lifetime and past 12
months). Study covariates included sexual norms, age, marital status, religion, school
attendance, ethnicity, and food insecurity. Bivariate and multivariable logistic regression
analyses were used to estimate adjusted odds ratios (OR) with 95% confidence intervals (CI).

Results: ESD was positively associated with an increased risk of inconsistent condom use
(OR=5.2; 95% CI: 1.2 – 23.1) and lifetime HIV testing (OR=2.1; CI: 1.1 – 4.0). Statistically
significant interactions were not observed in any of the six hypothesized relationships.
Conclusions: Using condoms inconsistently and never being tested for HIV were both more
likely among those who debuted sexually before age 15. Endorsing at least one traditional
sexual norms belief did not have a moderating effect. However, sex norms were independently
associated with inconsistent condom use, not having an HIV test in the past 12 months, having
experienced sexual abuse in one’s lifetime, and experiencing sexual violence in the past 12
months. Therefore, prevention programs should be designed to alter sociocultural views of what
is deemed acceptable/unacceptable behavior for men and women, promote consistent condom
use among girls and young women, and improve access to voluntary HIV testing and
counseling.
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Chapter 1: Literature Review and Statement of Purpose

Nigeria is plagued by an array of problems primarily rooted in population growth,
poverty, HIV/AIDS, violence, and gender inequality, just to name a few. Girls and young women
are disproportionately affected by these tribulations compared to boys and young men.1-5
Therefore, nationwide troubles warrant exploring some of the factors contributing to their
continuation. Specific to the purposes of this study, understanding early sexual premiere and its
relationship to other sexual risk behaviors, sexual abuse, and sex-related social norms is critical
for curbing the spread of HIV among females as well as for reducing teen/unintended pregnancy
and its sequelae in Nigeria.
This chapter introduces the concepts, ideas, and aims of the current study. It begins with
an introduction of Nigeria and discussion about many of the relevant issues the country is facing
and the cultural context that influences the public health issues of focus in this study. Next, the
conceptual underpinnings and theoretical basis supporting the hypothesized associations to be
explored are summarized. A comprehensive review of previous studies has been conducted,
and relevant information from the contemporary research literature (i.e., published 2008-2018),
and existing gaps to be filled, are detailed herein. The review concludes with the study’s
purpose and importance/relevance as well as a presentation of the research questions to be
answered and hypotheses to be tested.

Nigeria: A Comprehensive Overview
Background Information
Nigeria is the most populous country in Africa with over 203 million residents unevenly
distributed throughout the nation.1 Over 62% of the population is under 25 years old (32% are
10-24).1 The median age is 17.9 years, and average life expectancy at birth is only 53 years.1
Nigeria is located on the west coast of the continent, is six times the geographic size of the state
1

of Georgia, and is comprised of 36 states and a Federal Capital Territory grouped into six
geopolitical zones. This Sub-Saharan country has roughly a 50-50 split between urban and rural
populations with the richest primarily residing in urbanized areas and the poorest living mostly in
rural areas.
Nigeria is an ethnically and culturally diverse nation with more than 250 ethnic groups;
Hausa-Fulani (Northern Nigeria), Yoruba (Southwest), and Igbo (Southeast) are the
predominant ethnicities comprising 68% of Nigeria’s population. The primary languages spoken
are English, Hausa, Yoruba, Ibo, and Fulani plus 500 indigenous languages. Religion is the
primary source of idiosyncrasies and societal conflict in Nigeria where 50% are Islamic (in the
north), 40% are Christian (in the south), and 10% practice indigenous beliefs; each has its own
unique tenets and expectations related to their identity and acceptable behavior.1, 6

The HIV Epidemic in Nigeria
Africa has been severely impacted by HIV/AIDS, with many countries having some of
the highest prevalence and incidence rates in the world. Nigeria has the second largest HIV
epidemic worldwide (prevalence of 2.9%), with approximately 3.6 million people living with HIV.
This represents 9% of the global burden of disease, 10% of new infections, and 14% of related
deaths.7 HIV prevalence is slightly higher among people who are currently married than nevermarried individuals (3.5 and 3.1, respectively).7 Unprotected heterosexual sex accounts for 80%
of new cases of HIV, and more women than men are living with HIV (58% vs. 42%
respectively).4 This gender gap is believed to be attributable to the gender inequality that is
deeply engrained in Nigeria’s culture and society.8 Per the 2017 Global Gender Gap Report,
Nigeria ranks 122nd out of 144 countries on the size of this gap. This means that it has one of
the largest imbalances of power between women and men worldwide.9 This is important to note
because unequal gender power translates into Nigerian girls and young women encountering
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insurmountable obstacles to dictating when they will engage in intercourse, use contraceptives
(condoms in particularly), age at marriage and childbirth, and sexual partner selection.10
Among adolescents aged 10-19, roughly 240,000 are living with HIV, which represents
7.5% of Nigeria’s HIV-positive population.7 HIV prevalence among males and females combined
is 2.9 among those 15-19 years old and 3.2 among those in the 20-24 age range. Prevalence is
higher among young women than young men (46,000 vs. 33,900, respectively), and young
females are also infected earlier in life than their male counterparts.7 According to the 20162017 Multiple Indicator Cluster Survey Report on Nigeria, factors contributing to HIV
vulnerability among young women include early sexual debut, a lack of knowledge about HIV
and how to prevent sexual transmission, sexual abuse, and intergenerational relationships in
which their male partners are ten or more years older than them.3 For instance, the report
indicated that 41.2% of women aged 15-24 had a sexual partner in the last year who was at
least ten years older. Reports also show that too few adolescents regularly test for HIV in spite
of their elevated risk. Only 8% of teen girls and 7% of teen boys 15-19 years old have been
tested for HIV in the past 12 months.2, 3 This low testing threshold is even more apparent when
compared with the 2020 national goal for this age group of 50%.11

Violence Against Children in Nigeria
Physical Violence. Globally, childhood violence is a serious public health problem. An
estimated 1 billion children ages 2-17 have experienced some form of violence, and over half of
the children in Africa report violence exposure in the past year.12 (According to the 2014
Violence Against Children Survey (VACS) in Nigeria, 50% of females and 52% of males
experienced physical violence as a child.13 UNICEF recently reported that nine out of ten
Nigerian children endure violent discipline.2 Approximately 73% of children report witnessing
their siblings being hit at home.14 Moreover, among the ten countries with the highest number of
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homicide victims among children and adolescents 0-19 years old per 100,000 population,
Nigeria has the most, with almost 13,000 deaths.15
Sexual Violence. Childhood sexual violence is not uncommon in sub-Saharan Africa,
with rates typically higher in this region compared to many other parts of the world.15 in several
African countries (Ethiopia, Kenya, Mali, Malawi, Morocco, Nigeria, Tanzania, Uganda, Zambia,
and Zimbabwe) revealed that incidents of sexual violence in the home ranged from 2-9% and
incidents that occurred outside of the home ranged from 10-30%.14, 16 Around the world,
including in Nigeria, girls are more likely to be victimized than boys.17, 18 In a study of 2,030 U.S.
children aged 2-17, Finkelhor et al discovered that sexual victimization increased with age for
both genders, but the increase among 14-17 year-olds was more pronounced for girls than boys
(24% compared to 12.5%, respectively).19 VACS conducted in Swaziland, Tanzania, Kenya,
Zimbabwe, and Malawi have indicated consistent findings on the prevalence of sexual violence:
typically 1 in 3 girls and 1 in 7 boys have experienced some type of childhood sexual abuse.
Nigeria VACS estimated that roughly 25% of females and 11% of males aged 13-24
experienced some form of sexual abuse in childhood. Traditional norms viewing violence
against children as culturally acceptable may have contributed substantially to childhood
violence in Nigeria. For instance, there have been reports of adolescent girls ages 15-18 being
recruited and transported throughout the country for sexual entertainment of wealthy men and
visiting public and private sector officials.14
Deadly insurgency: Boko Haram. Despite the growing influence of globalization,
customary sociocultural norms and religious practices remain strong throughout Nigeria.
Tension between Western modernization and traditional values is apparent with regards to
religion, beliefs, and gender roles, which has resulted in violent conflict. At the source of much
of the country’s deadly violence is Boko Haram. Based in northeastern Nigeria, Boko Haram,
which was organized in 2002, is a jihadist militant organization that aims to impose stricter
enforcement of Sharia, or Islamic law, throughout the country.20 Its primary opposition is to
4

westernization of Nigerian society (e.g., the practice of Christianity) and to the country’s political
system, which do not adhere to Sharia law.21 Press reports estimate tens of thousands have
been killed in attacks on churches, homes, healthcare facilities, schools, and government
buildings including the United Nations in the country’s capital of Abuja.22 In addition, more than
2.8 million Nigerians have been displaced from their homes since the extremist group’s
insurgency began in 2009, cutting off humanitarian access to another 3 million.21 UNICEF
recently estimated that the group has kidnapped more than 1,000 children in northeastern
Nigeria since 2013.23 For example, in 2014 Boko Haram gained global media attention when the
group kidnapped 276 schoolgirls from Chibok, a town in Borno State, Nigeria; 112 were still
missing as of January 2018.24 The girls were reportedly physically and sexually abused, sold as
slaves, and forced into marriage.
The Global Terrorism Index has ranked Boko Haram the world’s deadliest terror group.21
The fight against Boko Haram and its expansion continues to date. This is critical especially
given that countries where violent conflict occurs typically experience an increase in sexual
violence.25

Maternal, Infant, and Child Mortality
Delaying onset of sexual initiation to reduce teen and unwanted pregnancy is crucial
given the high rates of mortality among young mothers, infants, and children from every
socioeconomic group throughout Nigeria. Further, studies have shown that younger age and
death of a child are associated with a higher probability of suffering violent victimization.26, 27 The
country’s maternal mortality rate is the fourth highest in the world at 814 deaths per 100,000 live
births from any cause related to or aggravated by pregnancy or its management, not including
accidental or incidental causes.1 According to the 2018 Child Mortality Report, which analyzed
195 countries worldwide, Sub-Saharan Africa continues to have the highest under-five mortality
rate in the world, with an average of 76 deaths per 1,000 live births occurring in 2017 compared
5

to 39 for the world.28 This is 14 to 20 times higher than high-income countries and equates to 1
child in 13 dying before her/his fifth birthday of preventable causes (injuries and infectious
diseases). Moreover, the top five countries with mortality rates above 100 are in Sub-Saharan
Africa, including Nigeria with a rate of 212 per 1,000 live births. The report also noted that,
despite substantial progress over the past two decades in reducing child mortality around the
world, more than half of the 5.4 million deaths among children under five years old in 2017
occurred in Sub-Saharan Africa. This represents a significant increase from 30% globally in
1990, and the estimated projection is 60% by 2050. Therefore, it is imperative to examine some
of the principal determinants of unintended pregnancies among Nigerian girls and young women
– i.e., early sexual premiere, negative social norms and traditional gender roles, and sexual
violence – for associations beyond, but directly related to, controlling teen/unwanted pregnancy.

The Inter-related Problems of Population Growth and Poverty in Nigeria
In spite of having high rates of infant, child, and maternal mortality, Nigeria is still the
most populated country in Africa, 7th most populous nation globally, and one of the fastest
growing populations in the world.2 The vast population growth in Nigeria has adversely affected
the country’s development; this growth has been exacerbated by poverty, HIV/AIDS, violence,
child marriage, and gender inequality. 5, 28, 29 Almost 55% of the population live below the
international poverty line of $1.25 per day, and poverty is concentrated in areas throughout
Nigeria that are experiencing rapid population growth.2 Furthermore, it is projected that by 2050,
more than 40% of the extremely poor people in the world will live in just two countries, one of
which is Nigeria.30 In response to more babies being born in the poorest areas, the Policy on
Population for Sustainable Development was established in an effort to improve the standards
of living and quality of life in Nigeria by achieving a balance among the population growth rate,
available resources, and the country’s socioeconomic development.31 Consequently, in recent
years ready access to free family planning supplies in Nigerian public health facilities has been
6

a key priority of the Federal Ministry of Health as part of its Millennium Development Goals,
which include increasing the contraceptive prevalence rate and reducing the national population
growth rate.5 Nevertheless, there is still much progress to be made in reducing poverty and
slowing population growth to improve the human condition in Nigeria, which can be expedited
by investing in the health and education of its young people.30

Young Marriage and Teen/Unwanted Pregnancy
High rates of marriage and pregnancy among teens in Nigeria have contributed
significantly to the country’s population growth problem. The United Nations Population Division
aims to delay every woman’s age at first birth by an average of two years in Sub-Saharan
countries to reduce population growth and resultant negative ramifications.30, 32 This is a step in
the right direction given that pregnant Nigerian youth, regardless of marital status, suffer from a
long list of multi-dimensional health, psychological, and social consequences such as substance
abuse, poverty, limited education, death of a child, stigmatization, and disenfranchisement.
Childhood marriage. Early marriage is a key indicator of risk for teen/unwanted
pregnancy and subsequent population growth, as well as forced or coerced sexual initiation.
The custom of marrying off young girls occurs in many parts of the world, including Sub-Sahara
Africa and Nigeria, and marriage is often used to legitimize sexual violence against children and
women.25 According to the National Population Commission (NPC) and Federal Republic of
Nigeria, marrying at a young age contributes to Nigeria’s high fertility and early childbearing.5
On average, Nigerian women get married at much younger ages than their male counterparts
(18.1 years versus 27.2, respectively), and the younger a female marries the more children she
can/will have in her lifetime. The Nigeria Demographic & Health Survey (NDHS) Report
revealed that more than 1 out every 4 girls aged 15-19 is currently married (28.2%). This
proportion increases significantly for young women 20-24, with close to two-thirds (61.3%) being
married by the age of 24.
7

Teen pregnancy. Another problem contributing to Nigeria’s excessive population growth
is teen pregnancy. Many publications highlight the need to prevent pregnancy among African
adolescent girls and young women.33-35 Often predicated by teen marriages, many Sub-Saharan
African countries lead the world in teen pregnancies. Subsequently, the NPC stressed the dire
need to halt this growing trend using sex education to expand knowledge of safe sex practices
that prevent pregnancy and HIV as well as to enhance self-efficacy regarding consistent
condom use. Unfortunately, most religious leaders preach abstinence and say that sex
education promotes immorality.36 These leaders must be ignoring the fact that, in 2017, Nigeria
had the 16th highest teen pregnancy rate in the world.37 Recently, an estimated 29% of Nigerian
girls became mothers before they turned 18.2 Among the factors attributed to this rising rate are
poverty, sexual assaults, lack of sexual education, and cultural and religious beliefs.38 For
instance, Mbagaya argues that traditional rites of passage representing “transition into
adulthood” during adolescence could encourage African youth to engage in sexual intercourse
with older people.39
“Baby Factories”. Another alarming problem closely related to teen pregnancy is the
proliferation of “baby factories” in Nigeria, which exploit young women with unwanted
pregnancies.40 West Africa has been a major hub of child trafficking for many years. High
prevalence of poverty in many areas throughout Nigeria has led to a spike in infant trafficking in
the country. Pregnant girls and young women hoping for financial gains give birth to unwanted
children for illegal adoption, child labor, prostitution, organ trafficking, and recruitment as child
soldiers for militias.41-43 Most are kidnapped and held against their will in illegal shelters under
slavery-like conditions.44 Vulnerable girls and young women desiring to get rid of their unwanted
pregnancy are easily tricked and fall prey to baby factory owners who promise them support
throughout the pregnancy and care for their children once they are born.40 The unfortunate
reality is these children are denied birth registration, receive inadequate care, are often abused,
and treated like commodities. Some are even murdered as ceremonial sacrifices to appease the
8

gods, and since there is no record of their birth, these crimes go unnoticed and the perpetrators
go unpunished.45

Social Norms Regarding Traditional Gender Roles
Traditional gender role beliefs and social norms related to male superiority and sexual
entitlement (e.g., sex is a man’s right in marriage, rape is a sign of masculinity, etc.) are among
the key factors contributing to sexual violence perpetrated against Nigerian girls and women.26,46
The World Health Organization asserts that “community and societal factors may be the most
important for identifying ways to prevent sexual violence since society and culture may support
and perpetuate beliefs that condone violence.”47 In a male-dominant society, men are
considered to have authority over women and children, which, in turn, puts them at risk for
sexual abuse by men to whom they are supposed to pay their respects and obey. In Nigeria,
patriarchal relationships are viewed as social norms where men have power and authority over
women based on societal conformities, and even state laws (Sharia) in some areas sanction
females for non-marital sexual behaviors and for disobeying their husbands/male partners.48
Further, the societal norm in much of Sub-Saharan Africa is acceptance of violence against
women and children who often believe the abuse they suffer is justified.49

Problem Statement
The quality of life of Nigerian adolescents and young people is at great risk due to
gender- and age-based power imbalances and subsequent violence victimization. Research has
shown that youth who lose their virginity at early ages are more likely than those who can delay
sexual initiation to experience poor sexual and reproductive health outcomes including HIV,
unintended pregnancy, and sexual abuse, among others. Several recent global health studies
found an association between early sexual premiere and unprotected sex.50-53 multiple sex
partnership,54 being a victim of sexual abuse,51, 55-58 contracting HIV/AIDS,59 and unintended
9

pregnancy.51, 52, 60 However, more information is needed on these associations among Nigerian
females as well as the impact of gender role beliefs on these relationships.
Understanding the factors associated with early sexual premiere among Nigerian
adolescent and young women is important for controlling the spread of HIV and unwanted/teen
pregnancy and for prioritizing the country’s healthcare system needs. Roughly 28% of
adolescents are sexually active, the median age at sexual debut is 15 years old, and females
lose their virginity at younger ages than males mostly due to love (i.e., in a loving relationship
and genuinely wanted to engage in sex), peer pressure, child marriage, and rape.61, 62 Girls and
women younger than 25 years old accounted for 25% of new HIV infections in Nigeria in 2015.4
However, Only 16.7% of sexually active young women aged 15-24 have been tested for HIV
within the last 12 months and know their results; only 8% of girls 15-19 years old have been
tested.3 UNICEF’s recent profile on Nigeria revealed that almost 20% of children are married by
the age of 15, which nearly doubles (39%) by age 18, and over 28% of adolescent girls have
given birth by 18 years old (UNICEF, 2017). Further, more than one in four female Nigeria
VACS respondents reported experiencing sexual violence.13 With a third of African adolescents
residing in Nigeria and Nigeria being the most populated country on the continent, any study of
Nigerian youth is of significance to the Sub-Sahara and Africa as a whole.
While much is known and has been published about early sexual debut as an outcome
of various risk factors in countries across the globe, there is a gap in the literature on initiation
as a predictor, especially among Nigerian females. This study explored whether early sexual
debut was associated with social norms, sexual risk behaviors, and sexual abuse in a nationally
representative sample of Nigerian girls and young women 13-24 years old. Additionally, whether
or not traditional gender role beliefs moderate the relationship between early initiation and
sexual violence and between early premiere and sexual risk-taking behaviors was assessed.

10

Theoretical Basis Conceptualizing this Study
The concepts under investigation in this study are influenced at multiple levels
(individual, relationship, community, and society), which could warrant use of the socioecological model (among others) to explore the associations and causal pathways. However,
given the current study’s focus on the potential impact of traditional gender roles and
sociocultural norms on sexual decision-making and sexual violence against girls and young
women, there is a more suitable theoretical frameworks for guiding the planned research
activities: Theory of Gender and Power (TGP).63, 64 TGP describes the social context of gender
in society as a whole and explains how gender-based power imbalances shape individual
behavior. The theory recognizes that, as part of traditional gender norms across the globe, the
dominating cultural ideals of masculinity and superiority of men over women, especially in
relationships, perpetuate gender inequalities, sexual risk-taking behaviors, and violence against
women. Further, TGP is the only structural sociological theory that focuses exclusively on
women. It posits that gender-related social norms shape the behaviors of men and women
within society through several exposures and risk factors across three interrelated theoretical
structures: Sexual Division of Labor (SDL), Sexual Division of Power (SDP), and the Structure
of Affective Attachments and Social Norms (SAASN).64, 65
At the societal level, SDL refers to the allocation of women and men to gender-specific
occupations and is maintained by social mechanisms (e.g., “unpaid nurturing work”) at the
institutional level. It consists of economic exposures (living in poverty, low education, un/underemployment, no health insurance) and socioeconomic risk factors (being an ethnic minority
woman under the age of 18). The fundamental structure SDP refers to inequalities in authority
between men and women that serve as the basis for gender-based division of power at the
societal level, which is maintained by social mechanisms such as male dominance in
relationships at the institutional level. With this structure, there are physical exposures (history
of sexual violence, high-risk steady partner, a partner who disapproves of safer sex practices),
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and behavioral risk factors (history of alcohol use, limited control in relationships, no control over
avoiding unhealthy behaviors). Lastly, SAASN refers to societal expectations regarding
appropriate/inappropriate sexual behaviors for women, which are maintained at the institutional
level by social mechanisms such as cultural norms that enforce strict gender roles and
stereotypical beliefs about female sexuality. Social exposures for this structure include having
an older partner, conservative traditional gender role beliefs, and religious doctrines forbidding
contraceptive use, among others. Subsequent negative attitudes/beliefs about using condoms
and lacking knowledge about HIV prevention are among the personal risk factors.
For some time, TGP has served as the foundation for researching gender-based sexual
risk behaviors and sexual violence in numerous studies as well as in the creation of
interventions addressing these public health issues in the context of societal gender inequalities
and power imbalances.64-67 Therefore, TGP was appropriate in this case because the objectives
were to: (i) assess Nigeria VACS female participants’ personal beliefs about sex-related gender
roles (regardless of the fact that these views are likely influenced by community and societal
norms) based on age they lost their virginity; (ii) determine if early sexual debut was associated
with other sexual risk-taking behaviors and sexual violence and (iii) evaluate those relationships
when individual sexual norm perceptions were treated as moderators.

Proposed Relationships between Study Variables
A visual representation of this study’s theoretical framework is provided below. The
conceptual model illustrates the hypothesized relationships between the risk factors,
intermediate outcomes, and long-term health consequences. (Variables and relationships under
exploration in the current study are bolded and in green.) These concepts were believed to be
related as diagrammed based on empirical findings and theoretical evidence from the extant
literature detailed throughout this chapter. Risk factors on the far left of the model (child
marriage, love/curiosity, forced/coerced first sexual intercourse) are among the primary
12

circumstances by which girls and young women lose their virginity. These factors can ultimately
lead to the long-term outcomes/problems of HIV and teen/unwanted pregnancy through the
mediating factors that were explored as the major focus of this study. These intermediary
variables were recent sexual risk behaviors (unprotected sex, multiple sex partners, and HIV
testing) and sexual violence (touching, attempting, pressuring, and forcing) parsed by age at
first sexual intercourse (the main independent variable). These associations could potentially be
influenced by social norms (moderators). Whether or not social norms differed by age at sexual
initiation were also explored. Further, several probable confounders were treated as control
variables in the study to obtain the most accurate estimates possible.
It is important to note that sexual behaviors and violence were intermediary in the full
theoretical model of the related problems impacting Nigeria, but for this research, they were the
endpoints of interest (dependent variables and possible target points for intervention) that were
conceptually defensible. Additionally, the existence of alternate routes and complementary
pathways leading to the larger problems of HIV and unwanted pregnancy were acknowledged.
Other factors and pathways were deliberately omitted in order to focus the planned secondary
analysis on the specified concepts of interest that were measured and operationalized for the
purposes of this study.
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Review of the Literature
A comprehensive search was conducted to find relevant literature published in the past
decade (2008-2018). The journal articles and other publications reviewed covered sexual risk
behaviors, social norms, and sexual violence as they relate to adolescents and young people
with a focus on research studies conducted in Sub-Saharan Africa and Nigerian populations
specifically.

Sexual Risk-taking Behaviors
DePadilla and colleagues have shown that social, physical, and personal risk factors
influence sexual risk behaviors among youth.65 Other studies indicated that adolescents
throughout Sub-Saharan Africa are at high risk for HIV and unplanned pregnancy due to young
age at sexual debut, insufficient condom use, and multiple non-marital sex partners, among
other reasons addressed earlier. Although trends are moving in a favorable direction in many
countries, these risky behaviors have been on the rise among Nigerian youth.33, 48, 68 This is
especially troubling given the extraordinary prevalence of HIV in this highly-populated country
and the fact that almost half of the 35.3 million people worldwide living with HIV contracted the
virus through sexual transmission before the age of 25.29, 69
Early Sexual Premiere. Early onset of sexual initiation among adolescents is a prominent
public health problem in countries across the globe. According to a recent study using the 2011
and 2013 Youth Risk Behavior Survey datasets, the prevalence of high school girls in the US
who lost their virginity before age 16 was 34.6% (Lowry, Robin, & Kanin, 2017). In Nigeria,
studies found that between 28% and 37% of female youth aged 10-19 had lost their virginity.62,70
Although these numbers are similar, the difference is the impetus behind the sexual initiation; in
Nigeria, many teenage girls are married by the time they reach 16 years old and become
sexually active as a result. The 2013 Nigeria Demographic and Health Survey (NDHS) revealed
that 54% of respondents (aged 15-49 years old) had sexual intercourse before turning 18, and
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24% reported having sex for the first time before the age of 15.5 Average age of early sexual
debut among female participants in another study of Nigerian secondary students was 12.55 +/1.508 years old.71 Folayan and colleagues discovered that 9.2% of sexually active respondents
surveyed in 12 Nigerian states initiated sex at the age of 12 or younger, and 75.7% between the
ages of 13 and 19.72 Further, age of first sexual intercourse often differs by gender. Median age
among women who completed the NDHS in 2013 was 17.6 years compared to 21.1 among
male respondents.5
Condom Usage of Nigerian Females. Consistent condom use is important not only for
unmarried women but for married females as well. Because of the high prevalence of polygyny
(having multiple wives) and promiscuity among Nigerian men, wives are vulnerable to
contracting HIV from their husbands. According to Wingood & DiClemente, the Theory of
Gender and Power posits that a man having more social power in a couple’s sexual decision
making and/or who opposes safer sex practices limits a woman’s ability to use a male
condom.64 A significant gender gap exists in condom use among Nigerian women and men.
Based on 2016 data, only 40% of young women aged 15-24 reported using condoms compared
to 58% of men the same age.73 One population-based study using 2013 Nigeria Demographic &
Health Survey data found that 94% of girls aged 15-19 and 83% of those 20-24 were not
currently using any form of contraceptive; only 4% were using condoms.5 This study also
disclosed that sexually-active unmarried women were more likely than currently married women
to know of a contraceptive method. One-third (32.9%) of all females in the study (regardless of
marital status) reported not knowing about the male condom, and only 28.6% had ever heard of
the female condom.
The link between early sexual debut and use of condoms has been reported in several
recent studies. For example, combined data from the 2011 and 2013 Youth Risk Behavior
Surveys revealed that U.S. students whose sexual premiere occurred before age 13 were
significantly more likely than those who debut at 16 or older to not use a condom (girls: APR =
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1.82) and to have multiple sex partners (girls: APR = 5.20).55 In Nigeria, unprotected sex
(inconsistent condom use) is the most prominent sexual risk behavior among female
adolescents and young adults.29, 33, 48, 68 An estimated 39.6% of Nigerian girls aged 15-19 had
unprotected sex with a non-marital sex partner in the past 12 months.29
Multiple Sex Partners. In addition to early sexual premiere being a predictor of
aforementioned negative outcomes, so, too, is multiple sex partnership (MSP). The HIV-tailored
Theory of Gender and Power acknowledges that women with “high-risk” steady partners (i.e.,
fail to use condoms and/or have sex outside of the primary relationship) increase their risk of
contracting HIV because those extramarital relations are typically not disclosed especially when
those relationships are between two men.64, 65 One of the cultural barriers to controlling the
spread of HIV in Nigeria is the encouragement of multiple sex partners among men, including
married men.74 Further, MSP has been shown to be associated with early sexual initiation and
lower condom usage.75-77 Using data from the 2008 and 2013 Nigeria Demographic and Health
Surveys, researchers Yaya and Bishwajit discovered an association between age at sexual
debut and number of lifetime sexual partners, such that respondents who lost their virginity
before the age of 15 and those premiering between 15 and 17 years old had 40% and 50%
higher odds (respectively) of having multiple sex partners than those whose sexual initiation
occurred after age 17 even after controlling for potential confounders.77
HIV Testing. The literature is replete with research reporting increased risk of HIV
among people who engage in sex at a young age. In a study conducted on youth 15-24 years
old in Nigeria, 47% of females had never been tested in their lifetime.78 Doyle’s investigation of
24 Sub-Saharan African countries showed that the proportion of 15-19-year-old females who
had sex in the last year and tested for HIV (and received their results) ranged from 0.9% in
Niger to 49% in Lesotho; less than 5% in Nigeria.54 While HIV testing was significantly higher
among females than males in 8 of the 14 countries with data on this measure, it was
significantly higher among males than females in Nigeria. In a large national study in Nigeria,
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80.1% of sexually active young women aged 15-24 had not been tested for HIV in the last 12
months; 83.8% of 15-19-year-olds and 78.3% of 20-24-year-olds.3 Over sixty percent (61.4%) of
15-24-year-olds had never been tested for HIV (70.8% of those 15-19 and 57.0% of 20-24-yearolds).

Sexual Violence
Sexual violence includes verbal sexual harassment, unwanted touching of sexual body
parts, attempts and successful acts of forced sex (in a marriage/relationship or by a stranger)
either forcibly or through intimidation/threats, denial of the right to use contraception to protect
against STDs, female genital mutilation, obligatory inspections for virginity, and forced
prostitution or sex trafficking. Individual, community and societal factors increase the risk of
sexual violence perpetration.79 At the individual level, risk factors include early sexual initiation,
adherence to traditional gender role norms, lack of empathy, hostility towards women, and
hyper-masculinity. Poverty, general tolerance of sexual violence within the community, and
weak community sanctions against sexual violence perpetrators are among the community-level
risk factors. Societal risk factors include social norms that support sexual violence, male
superiority, and male sexual entitlement. Additionally, CDC researchers contend that engaging
in high-risk sexual behaviors are both consequences of sexual violence and risk factors that
increase the likelihood of being victimized again in the future.80
Sexual violence against girls and women is a high-priority public health issue around the
world. A meta-analysis of 7,231 studies spanning 56 countries revealed that non-partner sexual
violence was highest among women in sub-Saharan Africa. Other evidence suggests that
prevalence of rape is higher among women than men and that the younger the age of first
sexual intercourse the greater the likelihood that it was coerced.47 Research has also shown
that survivors of childhood sexual abuse have an increased risk for a host of physical and
mental health issues as well as behavior problems, including sexual risk-taking.57, 81, 82 unwanted
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teen pregnancy,83, 84 substance abuse,85 and suicidal thoughts and behaviors.86 Sexual abuse is
also associated with early sexual debut, inconsistent condom use, fear of negotiating condom
use, and higher risk of acquiring HIV/STIs.57, 79, 87, 88 A recent study of ten sub-Sahara African
countries discovered that sexual abuse in a woman’s first union was associated with increased
risk of HIV.89
Global approximations of violence suggest that one-third of girls/women have had a
lifetime experience of sexual violence.90 The World Health Organization estimated that lifetime
prevalence of sexual partner violence reported by women aged 15-49 ranged from 6% in Japan
to 59% in Ethiopia and the prevalence of forced sexual initiation among young women ranged
from less than 1% in Japan to nearly 30% in rural Bangladesh.47 Lowry and colleagues found
that in a national sample of US high school students, prevalence of ever being physically forced
to have sex increased significantly as age at sexual debut decreased (among sexually
experienced girls and boys, increased from 3.1% to 11.4% at age 16 or older and to 23.9% at
13 years old).55 In Nigeria, female adolescents are disproportionately affected, with as many as
31.4% of sexually active females reporting that their first sexual intercourse was forcible.13, 91
According to the 2014 Nigeria VACS Report, roughly 25% of female youth reported
experiencing sexual violence in childhood, and sexual violence is associated with higher risk for
sexually transmitted infections, mental distress, and thoughts of suicide among young
females.13 Almost half (48%) of girls who were victims of childhood sexual violence experienced
their first incident between 16 and 17 years old, and another third (32%) experienced their first
incident between the ages of 14 and 15. Among females who lost their virginity before age 18,
26% reported that it was a forced sexual encounter, often perpetrated by an older romantic
partner of the opposite sex, and most commonly occurring in the afternoon and in the
perpetrator’s home.
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Sex-related Social Norms: A Potential Moderator
Social norms can be a precarious driver of physical and sexual violence perpetrated
against youth. According to research conducted by Lilleston and colleagues, social and
psychological processes, such as rewards for conforming to cultural traditions, typically
perpetuate childhood violence.92 Each cultural and ethnic nationality in Nigeria has its own set of
distinctive traditional values and customs that play a huge role in the underlying beliefs,
attitudes, and behaviors of its community members, which comprise social norms.6 Social norm
perceptions can either propagate or prevent sexual risk behaviors and violence in childhood
given how deeply engrained these beliefs and traditions typically are at each level of society’s
ecological framework.92 The Theory of Gender and Power tailored by Wingood and DiClemente
to address women’s increased HIV risk posits that young women who are more accepting of
cultural social norms and traditional beliefs are more likely to engage in behaviors that increase
their risk of HIV and to experience other adverse health outcomes.64
By definition, social norms are shared perceptions about others that exist within social
groups and are maintained through group approval and disapproval.92, 93 Views can be about
what group social members do (descriptive norms) or what members of a group think others
should and should not do (injunctive norms).94 Social norms are often associated with and can
influence individual behavior.93 An individual may behave according to what she/he thinks
others in her/his peer group, family, school, community, state, and/or country deem acceptable
in spite of the behavior being contrary to her/his own beliefs.92 Additionally, when fear of legal
sanctions exists for going against the norm, such as with Sharia Islamic law enforced in much of
northern Nigeria, then the norm can influence people to perpetuate or condone violence and
risky behaviors.95
Throughout sub-Saharan Africa and Nigeria, sexual practices have been affirmed by the
acceptable social norms and cultural context in which these behaviors occur.96, 97 For instance,
negative beliefs and attitudes about condoms at state and community levels have resulted in
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limited or inconsistent condom use among Nigerian youth.5 Moreover, culturally-defined gender
roles in Nigeria differentiate what is acceptable for males versus females. Men/Boys are
traditionally considered superior over women/girls, with girls being undervalued in comparison to
boys and violence against women being acceptable behavior in the eyes of men and women.5,
48, 98

While sexual prowess is encouraged for men, it is typically frowned upon, and in some

situations/locations is illegal, for women. Males are encouraged and often expected to exert
their masculinity by engaging in sex by the age of 15, having multiple sexual partners, marrying
child brides and practicing polygyny, deciding when to engage in sex, and determining if/when
condoms are used.49, 74
In light of these traditional beliefs regarding gender roles, it is not surprising that Nigerian
women are often passive participants in their sexual encounters and find it difficult, if not
impossible, to negotiate condom use with partners or to make decisions about their own sex
lives. As a result of these misogynistic cultural norms, women are more likely to be victims of
sexual violence, to suffer physical and emotional abuse, to contract HIV and STIs, and to marry
young and conceive an unwanted child. A recent report on child marriage and family planning in
Niger indicated that older men often marry younger (adolescent) women and husbands have
decision-making power in the household as it relates to use of contraceptives and number of
children they will have.99 Adolescent wives in the study reported believing that people in their
village would think a young wife who uses family planning is not fulfilling her duty to her family.
They also noted an expectation to start having children soon after marriage regardless of the
wife’s young age. An additional community norm mentioned was that fertility and having lots of
children is a sign of power for men. In another study conducted in Sub-Saharan Africa, the
researchers concluded that social norms and gender role beliefs reinforce sexual violence
against women and children, and they suggested that changes in sociocultural norms are
essential for preventing sexual violence.100 Therefore, investigations into factors influencing
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sexual risk behaviors and sexual violence among girls and young women must take dominant
sociocultural contextual factors and gender-power relations into account.

Gaps in the Literature on Early Sexual Debut among Nigerian Youth
Age at sexual debut marks the beginning of exposure to reproductive and other related
risks. Early initiation increases the likelihood of engaging in other sexual risk behaviors,
including inconsistent condom usage and multiple sex partners. As such, premature sexual
premiere puts youth at increased risk for negative consequences, such as HIV and unwanted
pregnancy, and may increase the likelihood of experiencing sexual violence later in life.
Therefore, more research on the impact of early sexual debut among Nigerian adolescents and
young adults is imperative for designing effective policies and programs that can reduce
unintended pregnancies, prevent the spread of HIV, and abate violence by addressing societal
norms and traditional beliefs. For instance, there have been several studies exploring uptake of
HIV testing in Sub-Saharan African countries,101-103 but studies of Nigerian females aged 13-24
or that examined timing of sexual initiation as a potential predictor are rare. Most research todate has assessed the role of sociodemographic characteristics, access to health care services,
HIV knowledge, and personal HIV risk perceptions. While extant published studies provide
prevalence of HIV testing and early sexual debut separately, to our knowledge, none has used
nationally representative data to examine the association between these two factors among
Nigerian girls and young women aged 13-24.
Most studies on adolescent sexual behavior in Nigeria have been limited, often lacking
national coverage (not population-based), involving small samples, and/or not generalizable to a
broader population due to their sole focus on specific study samples, regions, or local areas.
Many have focused primarily on debut as an outcome measure or as an individual determinant
of behavior. Accordingly, more research is needed on the impact of early sexual premiere and
on the sociocultural mechanisms underlying sexual behaviors and sexual violence.48
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An innovative aspect of this study is that it examined the influence of sex-related social
norm perceptions of girls and young women aged 13-24 on their sexual risk-taking behaviors
and experiences of sexual violence. Few quantitative studies on early sexual debut have
assessed males and females separately, and even fewer have tackled the important
contributory factor of traditional beliefs about gender roles related specifically to sex. The
literature is more replete with research focusing on women’s attitudes about tolerating or
justifying intimate partner violence (IPV). The omission of sexual norms is a major oversight
given the aforementioned gender inequalities and power imbalances that exist in Nigeria as well
as the subsequent sex-related social norms (i.e., male-dominated decision-making) and factors
associated with sexual behaviors (i.e., condom usage and number of sex partners) that
contribute to growing rates of HIV and unwanted/teen pregnancy in Nigeria.48, 104
One population-based study found that permissive state-level social norms regarding
spousal violence in Nigeria were significantly associated with higher levels of IPV.105 However,
although this research involved a large nationally-representative sample of Nigerian women
(n=18,798), it used data from 2008 (i.e., pre-Boko Haram insurgence) and it focused solely on
ever-married women aged 15-49, thereby excluding a highly vulnerable group – girls under age
15 and those who have never been married. The study also did not explore sex-related beliefs
specifically nor did it distinguish between sexual and physical violence in its assessment of
spousal abuse. Gage and Thomas explored sexual IPV separate from physical IPV using a
national and more recent dataset (NDHS 2013). They found that IPV is positively associated
with traditional gender roles regarding women working; however, they only focused on married
women aged 15-49 and did not explore sex-related beliefs about gender roles.46 Ayotunde et al.
compared attitudes and beliefs of women aged 15-49 regarding gender-based violence among
the six geopolitical zones throughout Nigeria, but the study excluded young girls and the
researchers did not use recent data (NDHS 2008).26 Moreover, none of these studies explored
the influence of early sexual premiere.
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Given that Nigeria is steeped in influential traditions and cultural norms, it is surprising
that most studies on sexual behaviors and sexual violence have neglected this area of research
and many have excluded children under the age of 15. In a recently published article on findings
from the Violence Against Children Survey in Nigeria, the CDC researchers involved stressed
the need for future studies on the specific cultural context and social norms that can influence
associations between violence and other key factors that negatively impact the children and
young adults living there.106 A similar gap in the literature was also noted by researchers of a
study on sexual debut in Nigerian women. Specifically, Yaya and Bishwajit recommended that
more in-depth research is necessary to explore the underlying contextual, cultural, and
sociodemographic factors associated with early sexual intercourse among Nigerian adolescents
especially given the high prevalence rates of HIV in the country.75
The current study attempted to address this dearth of information by directly addressing
these gaps in the research literature. It was one of the first population-based research studies to
use a nationally-representative sample to explore whether early sexual premiere among young
Nigerian females aged 13-24 is associated with sexual risk-taking behaviors and sexual
violence experiences and if those relationships are moderated by traditional gender role beliefs
regarding sexual decision-making. Further, it was the first to use the 2014 Violence Against
Children Survey in Nigeria to investigate sexual norms.

Purpose of the Current Study
The Violence Against Children Survey (VACS) represents an ongoing collaborative
partnership among the United Nations Children’s Fund (UNICEF), US President’s Emergency
Plan for AIDS Relief (PEPFAR), and members of Together for Girls. These agencies
commenced their collective endeavor to assist countries across the globe in conducting national
surveys that provide population estimates to help guide strategic action plans for preventing and
responding to physical, sexual, and emotional violence against children. To date, VACS has
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been completed in twelve countries: Cambodia, Haiti, Kenya, Lao PDR, Malawi, Nigeria,
Rwanda, Swaziland, Tanzania, Uganda, Zambia, and Zimbabwe. Nigeria is the first West
African country to administer VACS, which was implemented in every state in the coutnry.13
The purpose of this study was to use the 2014 Nigeria VACS dataset to assess
behavioral and experiential factors associated with age at sexual initiation. Secondary data
analysis was used to investigate whether sexual debut before age 15 was associated with (1)
sexual norms that support male dominance over females, (2) increased risk for recent sexual
violence, and (3) recent engagement in risky sex behaviors. The overall intent was to yield
meaningful results that can be used to refine current policies and programs to prevent negative
sexual health and reproductive outcomes among children and youth living in Nigeria and to
reduce sexual violence perpetrated against them.

Research Questions and Hypotheses
Research Question 1: Are current social norm perceptions (i.e., gender roles and traditional
beliefs regarding sex) different between Nigerian girls and young women ages 13-24 who
experienced sexual premiere before the age of 15 and those who debuted at age 15 or older?
Hypothesis 1: Sex-related social norm perceptions significantly differ between
respondents who lost their virginity before age 15 and those who lost their virginity at or
after 15 years old.
Research Question 2: Is there an association between early sexual debut (under age 15) and
sexual risk-taking behaviors among Nigerian girls and young women ages 13-24, and do social
norms moderate this relationship?
Hypothesis 2a: Female participants who had sex at age <15 are more likely to engage in
sexual-risk taking behaviors compared to their counterparts who first had sex at 15.
Hypothesis 2b: The relationship between early sexual premiere and sexual risk
behaviors is moderated by social norms.
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Research Question 3: Is there an association between early sexual premiere and increased risk
for sexual violence among Nigerian girls and young women ages 13-24, and do social norms
moderate this relationship?
Hypothesis 3a: Female participants who had sex at age <15 are more likely to
experience sexual violence compared to their counterparts who first had sex at 15.
Hypothesis 3b: The relationship between early sexual debut and recent sexual violence
is moderated by social norms.

Chapter 1 Summary
Early sexual debut can ultimately result in detrimental concomitant outcomes including
HIV and unwanted/teen pregnancy. While many studies have shown that early premiere is
associated with and/or results in other risk-taking behaviors, few have explored the influence of
social norm perceptions on these risky behaviors or sexual violence encountered later in life.
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Chapter 2: Methods

Introduction
Implementation of the Violence Against Children Survey (VACS) in Nigeria was led by
the National Population Commission (NPopC) of the Federal Government of Nigeria with
technical support on the survey’s development and implementation from the Centers for
Disease Control & Prevention and United Nations Children’s Fund (UNICEF). This nationwide
venture was funded by the US President’s Emergency Plan for AIDS Relief, UNICEF, and the
European Union, and it was overseen by a national steering committee comprised of NPopC,
key ministries, departments, agencies, and non-governmental organizations throughout Nigeria.
The objective of this chapter is to present information about Nigeria VACS methodology
and provide details on the methods that were employed in this study. Specifically, Nigeria
VACS, the research design, study population and setting, sampling, data collection procedures,
measures, and analytic plan are described herein.

Study Design and Rationale
Nigeria VACS is a nationally representative, cross-sectional household survey. It
involved a stratified, three-stage, cluster sample survey design to explore the extent of
childhood emotional, physical, and sexual violence experiences of Nigerian youth. In the current
study, secondary analyses of this national dataset were performed. The rationale for using the
Nigeria VACS dataset was that it is readily available for public use. More importantly, it is
currently the sole source of population-based estimates on the scope and types of violence
experienced by Nigerian children as well as commonly associated risk and protective factors
(sociodemographic characteristics, social norms, sexual risk behaviors, health outcomes, etc.).
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Subjects and Setting
Nigeria VACS Respondents and Study Participants
After obtaining informed consent/assent (discussed later), data were collected from
1,766 females and 2,437 males aged 13-24, which resulted in a combined response rate of 93%
for the household and eligible respondent.13 The household response rates were 97.5% for
females and 97.0% for males, and the individual response rates were 96.2% and 96.7%,
respectively.
Almost one in four females (22.5%) never attended school. Nearly 30 percent of females
18-24 years old (29.1%) were married or living with someone as if married prior to age 18
compared to only 5.7% of males in this age group. Additionally, approximately 14% of all
respondents were orphans (i.e., lost one or both parents). Regarding endorsing beliefs about
the role of gender in sexual practices (e.g., men should decide when to have sex, women who
carry condoms have sex with a lot of men, etc.), females and males in both age groups
endorsed one or more of these beliefs at similar rates (respectively, 79.5% and 78.7% in 13-17year-olds; 86.3% and 85.9% among those 18-24). Among both age groups, a larger proportion
of females than males reported having ever had sex (respectively, 23.8% versus 18.6% for 1317-year-olds and 42.0% versus 25.1% for 18-24-year-olds). In terms of childhood sexual
violence, 16.4% of girls and 8.4% of boys aged 13-17 experienced this type of abuse in the past
12 months. One in four (24.8%) young women aged 18-24 reported having experienced sexual
abuse prior to age 18 compared to only 10.8% of young men.
Given that girls and young women who completed Nigeria VACS were more likely to be
sexually active and to have experienced sexual violence than boys and young men, the focus of
this study was on the 1,766 female participants. In particular, the final sample consisted of the
899 respondents who reported having ever had sex and provided their age at sexual initiation.
Details about the sample’s characteristics are summarized in the chapter on study results.
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VACS Recruitment and Selection Process
The primary sampling units (PSUs) were enumeration areas (EAs) from the 2006
National Population and Housing Census conducted in Nigeria, except 50 EAs (2% of the
population) experiencing severe political conflict and safety concerns.13 A standard cluster
sample formula determined that the minimum sample size needed was 1008 completed surveys
per gender, which was based on the estimated prevalence of 30% for childhood sexual violence
from VACS surveys conducted previously in Tanzania, Kenya, and Zimbabwe.13 To adjust for
eligibility and non-response, this target number was adjusted to 4,180 households in 209 EAs
for the male sample and 2,880 households in 144 EAs for females.
Eligible participants were females and males living in randomly selected households in
Nigeria who were aged 13-24 at the time of survey administration and spoke English, Hausa,
Igbo, or Yoruba. Since the purpose of VACS was to examine violence against children and to
reduce recall bias as much as possible, those over the age of 24 were excluded. The 2014
Nigeria VACS also did not include children and young adults with intellectual or physical
disabilities that prevented administration of the survey or those living in areas of conflict,
residential or institutional care (hospitals or nursing homes), detention centers, or on the streets.
To select eligible VACS participants by household, a three-stage cluster sampling
strategy was used. The first stage involved selecting EAs from the 662,529 EAs with a
probability proportional to the size of the EAs (size based on the number of households in the
EA). The 353 EAs selected were visited by a NPoPC mapping and listing team in stage two to
identify actual structures in the areas and create a list of names of the heads of the households
there. Twenty households per PSU were selected using equal probability systematic sampling.
In the final stage, one eligible respondent (male or female depending on the EA selected) was
randomly selected from the list of all eligible 13-24 year olds in each household using a random
selection program. This design assumed that each respondent selected can be linked to only
one household in Nigeria. Additionally, a split sample approach (where males and feamles were
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sampled from different EAs) was used to protect the confidentiality of participants and to
minimize the chance that a male perpetrator of sexual abuse and the female he victimized in the
same community (and vice versa) would both be interviewed. This method was also employed
to calculate prevalence estimates by gender.

Measures
Topics Covered in 2014 Nigeria VACS
The questionnaire consisted of a broad array of questions. These include, but are not
limited to, the following: demographics: parental relationships and support system; traditional
beliefs (social norms); witnessing and experiencing interpersonal violence; utilization of services
for needed assistance; sexual behaviors; and health outcomes.

Reliability and Validity
The 2014 Nigeria VACS was developed based on lessons learned about the survey’s
user-friendliness, feasibility, reliability, and validity when VACS was implementing in the eight
other countries noted previously.13 Using that information, scientists from the CDC, UNICEF,
Together for Girls, and key stakeholders and consultants familiar with the unique problems and
culture in Nigeria created the instrument from a standardized global core questionnaire that was
most recently tested and implemented in Malawi. It incorporated questions and definitions from
13 standardized data collection tools that have been field tested extensively in other
international and violence studies, including the Nigeria Demographic and Health Survey,5, 107
Longitudinal Studies of Child Abuse and Neglect,108 Youth Risk Behavior Survey,109-111 and
National Longitudinal Study of Adolescent Health.112 This enabled the questionnaire to yield
data that are comparable with other studies on a wide array of measures (for validation
purposes).
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Groundwork conducted prior to administering VACS in Nigeria consisted of selecting and
training appropriate interviewers, team leaders, and implementation/quality assurance
supervisors, as well as pilot testing the survey.13 The pilot study testing the instrument was
conducted in four communities that were not selected as primary sampling units in the sampling
frame.13 Two urban and two rural areas were designated for interviewing males and females in
different (separate) communities. Convenience sampling of respondents within each household
was done to ensure adequate representation of dependent (age 13-17) and independent (age
18-24) participants. Findings from the pilot testing enabled team leaders to assess pertinent
aspects of survey implementation including entering the community and approaching
households, community and individual willingness to participate, informed consent process,
length of the questionnaire, and cultural appropriateness of the questions asked. This aided in
confirming that the survey questions accurately acquired the information intended (validity).

VACS Measures Used in the Current Study
For the purposes of this study, the focus was on questions regarding early sexual
premiere, sociodemographics, traditional gender beliefs, sexual violence, sex history, and risky
sex practices. Experiences of sexual risk behaviors and sexual abuse were the main dependent
variables of interest. Age of first sexual intercourse was the primary independent variable;
sexual norm beliefs was another explanatory variable of interest. The type of Theory of Gender
and Power construct is noted for each measure as applicable: Sexual Division of Labor (SDL),
Sexual Division of Power (SDP), and Structure of Affective Attachments and Social Norms
(SAASN).
Control Variables. Three SDL constructs were treated as control variables to increase
the accuracy of the study results. Among them was a binary age group variable distinguishing
between those aged 13-17 years and 18-24 years at the time of the interview. A dichotomous
food insecurity measure was generated to serve as a proxy for household financial situation. It
30

was created from two household survey questions: “Did you ever cut the size of the meals of the
child(ren) in your household because there was not enough food or money?” and “Did the
child(ren) living in your household ever skip meals because there was not enough food or
money?” Participants who responded “yes” to either question were denoted as living in a lowincome household. Education information was taken from the question on having ever attended
school (yes = “1”/no = “0”).
Three other measures were treated as control variables and fell under the SAASN
(social norms) construct: marital status, religion, and ethnicity. Whether or not respondents were
ever married was assessed by asking participants if they had you ever been married or lived
with someone as if they were married (yes/no). To ascertain religion, respondents could denote
that they were Catholic, other Christian, Islam, or another religion. Those who responded
Catholic or other Christian were coded “1” and Islam were coded “0”. The eight people who
reported another religion were coded missing. Lastly, a categorical variable was created from
the question asking about the participants’ ethnicity. Respondents noting either Fulani or Hausa
were coded “1”, Ibo/Igbo was coded “2”, and Yoruba was coded “3”; all others were coded “4”.
Primary Predictor: Early Sexual Debut. The primary predictor in this study – early sexual
premiere (SDP construct) – was created from the question asking age at which non-virgin
participants “had sex for the very first time” (continuous variable). Respondents who indicated
having lost their virginity at age 14 or younger were coded “1” (early sexual premiere, ESD) and
those who had sexual intercourse for the first time at age 15 or older were coded “0” (non-ESD).
This cut-off was established to coincide with ages in primary school (6-14) versus secondary
school (15-19) and older, which typically considers differences in the circumstances under
which the age groups/education levels engage in sex.
Key Covariate: Sex-related Social Norms. Social norms regarding sexual behaviors
(SAASN constructs) were treated as an important predictor in the moderation analyses to test
for possible interaction between this variable and early sexual debut. The survey asked several
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questions to glean respondents’ attitudes about social norms in the context of warranted
violence of a man toward his wife. For the purpose of this study, only the one specific to sexual
behavior was selected for inclusion as part of a composite sex norms variable: “do you believe it
is right for a man to hit or beat his wife if she refuses to have sex with him?” Participants also
responded to the following traditional gender belief questions: “Do you believe: (1) men, not
women, should decide when to have sex; (2) men need more sex than women; (3) men need to
have sex with other women, even if they have good relationships with their wives; and (4)
women who carry condoms have sex with a lot of men?” Each question was coded “1” if the
respondent endorsed the statement or “0” if she did not hold the particular belief. A composite
sexual norms variable (sexnorms) was created from these five questions. If a respondent
endorsed any one of these statements, the variable was coded “1”.
Dependent Variables: Sexual Violence. The survey asked yes/no questions about
physical, emotional, and sexual abuse; however, the current study focused solely on lifetime
and recent sexual violence experiences (vaginal, oral, and anal) as dependent variables (SDP
constructs). Four questions documented the various types of sexual abuse experienced in the
participant’s lifetime (ever before the age of 18) and four other questions recorded types
experienced within in the last 12 months (yes/no). For the first four questions, respondents were
asked about having ever experienced one of the four abuse types. For responses in the
affirmative to those questions, they were then asked whether the four respective sexual violence
types happened within the past 12 months (for the first time or most recent time). To assess
unwanted sexual touching, those surveyed were asked, “has anyone ever touched you in a
sexual way without your permission, but did not try and force you to have sex, including
fondling, pinching, grabbing, or touching you on or around your sexual body parts?” The other
questions were about attempted sex (“tried to make you have sex against your will but did not
succeed”), pressured sex (“pressured you to have sex, through harassment, threats, or tricks
and did succeed”), and physically forced sex. Two composite variables were created from the
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four lifetime/ever and four recent/past 12 months measures to determine if the participant
experienced at least one form of sexual violence during the two time frames. These were coded
“1” if the respondent experienced any form of sexual violence (ever; in the 12 months preceding
survey completion) or coded “0” if the respondent did not experience any form of sexual
violence (ever; past 12 months). Those who indicated “don’t know” or “declined” on the items
within each sexual violence measure were coded as missing data since there was no way to
determine whether these individuals had not experienced abuse or simply declined to respond
to the question.
Dependent Variables: Sexual Risk Behaviors. In terms of sexual risk-taking behaviors,
several dependent variables were assessed separately. Applicable respondents provided the
number of people they had sex with in their lifetime (SDP construct). For those reporting they
had sex during the past year, they were asked about the number of people they had sex with in
the preceding 12 months. For both questions, those indicating two or more partners were coded
“1” and only one partner was coded “0.” These survey participants were also asked how often
they used a condom when they had sex in the last 12 months. To assess consistent condom
usage (SDP construct), those who reported “always” were coded “0” and those responding
either “sometimes” or “never” were coded “1”. Given the documented sexual risks associated
with not being tested for HIV, especially living in a high prevalence area (SAASN construct), the
measures gleaning this information were assessed as risk-taking sexual behaviors. Survey
respondents were asked, “have you ever been tested for HIV?” and were recoded as either
“yes” = “0” or “no” = “1”. Those who had been tested before reported when was the most recent
time; “less than 12 months ago” were coded “0” and selecting “1-2 years ago” or “more than 2
years ago” were coded “1”.
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Data Collection Procedures
Interviewers selected were culturally-sensitive, physically young-looking male and
female Nigerian nationals who spoke at least one of the survey languages and who had
previous experience with collecting confidential health-related data. To further ensure
confidentiality and trust, interviewers were not assigned to conduct the survey in communities
where they might know or be known by the respondents. All staff involved completed a 10-day
training specific to their respective roles. The principal aims of the interviewer training sessions
(classroom lectures, small group work, and individual practice) were to review all training
materials, provide individualized feedback on interview skills, and ensure standardized,
accurate, sensitive, and safe interviewing practices that protect the privacy, confidentiality, and
other ethical rights of the respondents.
Nigeria VACS was conducted from May to July in 2014 in every State in the country. It
was completed by 4,203 non-institutionalized males and females aged 13-24 to generate data
on childhood emotional, physical, and sexual violence. It was administered in English, Hausa,
Igbo, or Yoruba via a structured face-to-face interview conducted by trained culturally-sensitive
interviewers. The survey consisted of 460 potential close-ended questions including skip
patterns that interviewers followed to ensure a logical sequence of questioning based on
respondent answers (see appendix for Nigeria VACS instrument). All respondents were asked
the same questions about lifetime and past 12-month experiences with emotional, physical, and
sexual violence. Those in the 18-24 age group provided answers retrospectively about their
experiences prior to turning 18 years old.
Necessary precautions were taken to conduct the VACS interviews in safe, private
locations. For example, interviews were held in the respondent’s home/yard or pre-identified
public spaces in the community (e.g., places that were comfortable to the participant). If privacy
could potentially be compromised, the interview was rescheduled for a different time and
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deemed incomplete until the interview could be resumed. If the respondent was unavailable
after three attempts, the household was removed from the list without replacement.
Using netbooks with Census and Survey Processing System (CSPro) software,
interviewers collected data electronically and performed double-data entry. This helped
minimize interviewer routing errors and identified data entry mistakes that could have resulted
from the skip patterns and logic sequencing.13 Further, data were cleaned, aggregated, and
analyzed daily as part of quality control checks.

Ethical Considerations
The Nigeria VACS protocol and survey were independently reviewed and approved by
the CDC’s Institutional Review Board (IRB) and the National Health Ethics Research
Committee, National Ministry of Health, which protects the rights of human research subjects.
Additionally, Georgia State University’s IRB approved the protocol for this study.
Given the focus and sensitive nature of the questions, the survey team recognized that
some respondents who were victims of violence could become upset during the interview and/or
require urgent support services. Therefore, as part of the data collection procedures, a formal
process of making free direct referrals was in place for participants that had strong emotional
reactions to the questions and were subsequently in need of counseling for past experiences or
immediate assistance for current experiences of abuse. Social workers from the state Ministry of
Women Affairs were on call in each enumeration area to make referrals throughout the duration
of survey administration.13
Informed Consent Process. Participation in Nigeria VACS was completely voluntary.
Informed consent was obtained for all eligible participants following the World Health
Organization’s ethical and safety recommendations for surveys containing domestic violence
questions.13 The study was explained to all respondents, who were assured that they would be
anonymous and the information they provide would be kept confidential and not shared with
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anyone. For eligible respondents under age 18, the survey was first described to the
parent/primary caregiver as a way to learn more about young people’s health, educational, and
life experiences in Nigeria and “community” violence rather than as a survey focusing on
violence in the home. This was done to protect the safety of the respondents and the
interviewers. Once the study was explained, the interviewers obtained permission from the
parent/caregiver to speak with the eligible minor household member and to read the contents of
an assent form in the language appropriate for the region (Hausa, Ibo, Yoruba, or English).
Informed verbal assent was obtained from each participant under age 18. A similar consent
process was used in households where an adult (18-24), emancipated minor, and child-headed
household member was selected with the exception of obtaining permission from a
parent/primary caregiver since it was not necessary with this population.

Data Analysis Plan
The analytic plan began with descriptive analysis to find frequencies, percentages,
means, and standard errors and to determine prevalence of the outcomes and primary predictor
examined in the study. Second, binary analysis explored differences in socio-demographic
characteristics, gender role beliefs, sexual violence, sex history, and sexual risk behaviors by
age at first sexual intercourse. Specifically, Rao-Scott Chi-square Tests113, 114 assessed
differences in these variables between those who lost their virginity at age 14 or younger
compared to age 15 or older; this answered the first research question.

Logistic Regression
Logistic regression was used to address research questions 2 and 3. Binary regression
modeled the relationships between early sexual premiere and each dependent variable. To test
the robustness of the bivariate associations, multivariable logistic regression (MLR) was
conducted to investigate the relationship between these dichotomous outcomes and early
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sexual debut while simultaneously controlling for several potentially confounding variables.
Based on theory and previous studies in this area of research, variables that could potentially
confound the relationship between early sexual premiere and the outcomes of interest included:
religion and ethnicity;115-117 household income;115, 116, 119 marriage;115, 120 and education.115
Additionally, interaction terms were specified in the MLR models to determine if beliefs
regarding traditional gender roles moderated the relationships between the dependent variables
examined and early sexual debut.
Regression models yielded unadjusted and adjusted odds ratios (ORs) with 95%
confidence intervals for each of the dependent variables explored. The ORs estimated the odds
of a given outcome (e.g., ever experiencing any form of sexual violence) among those who had
sex before age 15 relative to the reference category (i.e., first sexual intercourse at or after age
15). Statistical significance for rejecting the null hypothesis that there were no differences
between early sexual premiere groups was regarded as a p-value below 0.05.

Addressing the Complex Survey Design
Given the complex survey sample design of VACS, clustering, stratification, and sample
weights were accounted for in the statistical analysis to obtain accurate estimates, standard
errors, percentages, 95% confidence intervals, and p values representative of the national
population. Data were weighted to obtain parameters representing the total Nigerian
population.13 Weighting accounted for differences in sampling rates across regions, varying
selection probabilities of households per EA, and individual participants in a sampled
household. Thus, all analyses were performed using SAS Systems for Windows (version 9.3),
which has procedures that incorporate the sampling weights and cluster-stage design.121
SURVEYFREQ, SURVEYMEANS, and SURVEYLOGISTIC procedures were used since they
were designed to handle sample survey data by incorporating the multifaceted VACS sample
design information (strata: EA; cluster: PSU; weight: final sample weight) into the analysis.122
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Chapter 2 Summary
This study involved performing a secondary analysis of the cross-sectional Nigeria
VACS household survey. The analytic plan primarily consisted of binary and multivariable
logistic regression modelling, which assessed relationships between early sexual premiere and
social norms regarding gender roles in sex, sexual violence experiences, and sexual risk
behaviors among 899 of the 1766 girls and young women interviewed in 2014. The results
(presented and discussed in the next chapter) provide new information that can be used to finetune and/or create preventive programs and interventions that reduce violence victimization of
female children and adolescents living throughout Nigeria.
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Chapter 3: Data Analysis and Results

Analytic Strategy
Before beginning the statistical analyses planned, screening was conducted to
determine if there was a pattern in the missing data. Since none existed, no imputation was
conducted because the data were missing at random. Respondents with missing information on
the two principal independent variables and six dependent variables were excluded from the
respective statistical analyses.
Univariate analysis was performed to evaluate the distribution of the sample and to
compute overall prevalence of the study variables. Chi-square tests examined whether current
social norm perceptions (i.e., traditional beliefs regarding sex) differed between participants who
experienced sexual premiere at age 14 or younger and those who debuted at 15 years or older.
Logistic regression analyses were conducted to assess the data for each variable in
relation to the respective null hypotheses and to determine if any statistically significant
relationships existed between early sexual debut (ESD) and the outcomes of interest.
Specifically, five regression models were fit for each of the response variables in a hierarchical
fashion, and each model included ESD as the primary predictor. First was the unadjusted
model, which included ESD as the sole explanatory variable. Model 2 adjusted for endorsement
of at least one sexual norm belief. Model 3 adjusted for the interaction between ESD and sexual
norms endorsement to test whether the effect of early sexual premiere on the individual
outcomes (e.g., inconsistent condom use) changed depending on whether or not the participant
endorsed at least one “negative” belief about traditional gender roles regarding sex. Model 4
adjusted for the interaction and several sociodemographic control variables (marital status,
education, religion, age at time of survey, ethnicity, and food insecurity). Lastly, model 5
adjusted for sex norms and sociodemographic characteristics without the interaction term since
it was not statistically significant in any of the moderation analyses.
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Characteristics of the Study Participants
Of the 1766 girls and young women who completed Nigeria VACS, analyses for this
study were restricted to the 899 survey respondents who reported having ever had sex before
and provided the age at which they lost their virginity. Sociodemographic characteristics and
sexual history are summarized in Table 1. Overall, the majority (81.5%) of participants were 1824 years old with an average age of 18.2 (SD= 3.6 years). Almost 70% reported having
attended school, 46% were orphans (one or both parents dead), and 65% had been married or
lived with someone as if they were married. More than one in four (27%) had sex for the first
time before turning 15 years old (mean age = 16.1, SD=2.9) and 25% indicated that their first
sexual encounter was forced or coerced. Further, 45% experienced some form of sexual
violence in their lifetime, with 34% experiencing such abuse within the past 12 months (Table 2).
Roughly 87% of respondents reported inconsistent condom use when they had sex during the
preceding 12 months, and 30.3% had two or more sex partners in their lifetime (4% had multiple
sex partners in the past 12 months). Only a handful of participants (4) reported using any illicit
drugs in the past 30 days; however, 10% reported being drunk at least one day in the past 30.
In terms of social norms, 82% endorsed at least one of five traditional gender beliefs about sex.
Responses regarding participants’ sociodemographics, sexual behaviors, and sexual
abuse were stratified by whether they lost their virginity before age 15 versus at or after age 15.
There were statistically significant differences on several sociodemographic characteristics
including age at time of survey, school attendance, ethnicity, religion, ever being married, and
orphan status (Table 3). Participants who lost their virginity before turning 15 years old (ESDs)
were more likely to report being Islamic [χ2: 31.7(1), p = <.0001] and had been married or living
with someone as if they were married [χ2: 11.7(1), p = .0006] compared to those whose sexual
debut happened at age 15 or older (non-ESDs). Conversely, a higher proportion of non-ESDs
than ESDs had ever attended school [χ2: 142.6(1), p = <.0001] or had lost one or both parents
[χ2: 11.1(1), p = .0008].
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The two groups also differed significantly on their sexual risk-taking behaviors with the
exception of having been drunk recently for which rates were similar (Table 4). Multiple sex
partnership was the only behavior in which the proportion was statistically higher among nonESDs than ESDs [χ2: 7.3(1), p = .007]. In regards to HIV knowledge and testing, there were
large disparities between the groups. For instance, 85% of early sexual debuters have never
had an HIV test compared to roughly half (54%) of non-ESDs [χ2: 56.5(1), p = <.0001].
There were fewer statistically significant differences in sexual violence experiences
between the two sexual debut groups examined in this study. Dissimilarities did emerge for the
variables ”ever experiencing unwanted sexual touching” and “ever experiencing an
unsuccessful attempt of unwanted intercourse”, as well as “ever experiencing any form of
sexual violence in their lifetime” (Table 5). Prevalence of these experiences was higher among
non-ESD participants than ESDs. For example, almost half (48%) of the non-ESD group
reported having experienced at least one of the four types of sexual abuse compared to 36% of
the ESD group [χ2: 15.8(1), p = <.0001].

Testing Bivariate Associations between Early Sexual Debut and Social Norms
The first research question examined whether sex-related social norms differed between
ESD and non-ESD participants. Overall, there were no statistically significant differences
between the two groups on four of the five belief statements (Table 6). However, the two groups
did differ statistically in their belief that it is right for a man to beat his wife for refusing to have
sex with him [χ2: 6.4(1), p = .01], with a higher percentage of ESDs endorsing this statement.
Additionally, the two groups were statistically significantly different for endorsing at least one of
the five sexual norms [χ2: 4.5(1), p < .03], yet, in this case, non-ESDs endorsed traditional
sexual norm beliefs more often than ESDs.
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Results from Logistic Regression Models Assessing Sexual Risk Behaviors
For the second research question, the associations between ESD and the four
respective sexual risk-taking behaviors were explored. Whether sex-related social norms
moderated the relationships was also assessed. To answer these questions, a series of logistic
regression models were conducted for each outcome with ESD included as the explanatory
variable of interest in all five models.

Inconsistent Condom Use
The analysis revealed that early sexual debut was strongly related to inconsistent
condom use, which supports the hypothesis (Table 7). Even after adjusting for social norms and
sociodemographic characteristics (model 5), ESD participants, on average, were over five times
more likely to use condoms inconsistently than non-ESDs [OR=5.2; 95% CI (1.2 – 23.1); p
=.03]. Additionally, holding all other covariates in the model constant, endorsing at least one sex
norm was positively associated with inconsistent condom use [OR=3.7; 95% CI (1.2 – 10.9); p =
.02]. The only other covariate that was significantly associated with condom use when the other
variables in model 5 were fixed was marital status. Married/Cohabitating participants were
substantially more likely to never or only sometimes use condoms [OR=14.7; 95% CI (4.9 –
44.1); p <.0001].
In the moderation analyses performed (models 3 and 4 not shown in Table 7),
statistically significant interactions were not observed (model 3, p = .14; model 4, p = .82).

Multiple Sex Partnership
Logistic regression models assessing the relationship between ESD and the number of
lifetime sex partners (Table 8) revealed that debuting sexually before the age of 15 was
associated with roughly half the odds of having more than one sex partner in the crude analyses
(unadjusted/model 1). However, the results were attenuated and no longer statistically
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significant after adjusting for the study covariates [OR=2.1; 95% CI (0.99 – 4.7); p = .05]. The
same was true for the association between social norms and multiple sex partnership when all
other variables in model 5 were fixed [OR=1.1; 95% CI (0.48 – 2.6); p = .78]. There were a few
other covariates significantly associated with number of sex partners when the other variables
were held constant: religion, age at the time of survey completion, and ethnicity. On average,
participants who reported being Christian or Catholic were 6 times more likely to have multiple
sex partners in their lifetime than those of Islamic faith [OR=6.3; 95% CI (2.7 – 14.2); p =
<.0001]. Respondents who were younger (13-17 years) were significantly less likely than older
participants [OR=0.19; 95% CI (0.08 – 0.46); p = .003] and, compared to Hausa-Fulani, those
from ethnicities other than Ibo/Igbo and Yoruba were more likely [OR=3.7; 95% CI (1.6 – 8.6); p
= .003].
Model 3 introduced the interaction between early sexual debut and sex norms, and that
model was adjusted for confounders in Model 4 (neither model shown in Table 8). The results
showed no evidence to suggest that endorsing traditional gender beliefs regarding sex
moderated the association between age at sexual onset and number of lifetime sex partners
(model 3, p = .26; model 4, p = .74).

No HIV Test, Lifetime
In the logistic regression models assessing the relationship between ESD and lifetime
HIV testing (Table 9), debuting sexually before age 15 was associated with two times higher
odds of never having an HIV test in the unadjusted analysis (model 1) as well as when potential
confounders were controlled [OR=2.1; 95% CI (1.1 – 4.0); p = .02]. Other covariates significantly
associated with never taking an HIV test when all other variables were fixed include attending
school, age when the survey was completed, and ethnicity. Compared to participants who had
never attended school, those who had were 78% less likely, on average, to report never having
an HIV test [OR=0.22; 95% CI (0.11 – 0.44); p <.0001]. Younger respondents (13-17 years old)
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were nearly 3 times more likely than older participants (18-24) to not be tested [OR=2.7; 95% CI
(1.4 – 5.2); p = .004]. Lastly, Ibo/Igbo and those from ethnicities other than Yoruba were less
likely than Hausa-Fulanis [Ibo/Igbo: OR=0.33, 95% CI (0.12 – 0.88), p = .03; Other: OR=0.34,
95% CI (0.15 – 0.76), p = .009].
The interaction term was not statistically significant in models 3 or 4 (p-values were .37
and .29, respectively). Subsequently, there was no evidence to support the hypothesis that
social norms moderate the relationship between early sexual debut and ever having an HIV test.

No HIV Test, Past 12 Months
In the bivariate regression analysis, the odds of not having an HIV test in the past 12
months (i.e., among participants who reported having had a test at some point in their lifetime)
were more than two times higher for ESDs compared to the reference group [OR=2.4; 95% CI
(1.1 – 5.2); p = .03]. However, this statistically significant association was mitigated after
controlling for potential confounders [OR=1.7; 95% CI (0.60 – 4.7); p = .33]. The inverse was
true for the relationship between social norms and recent HIV testing (Table 10); the association
was not statistically significant in model 2 (i.e., adjusting for ESD) but was statistically significant
when all other variables in model 5 were held constant [OR=0.31; 95% CI (0.13 – 0.73); p =
.007]. Other explanatory variables significantly associated with not having a recent HIV test
were marital status and age at the time of survey completion. The odds of not taking an HIV test
recently were two times higher among participants with a history of being married compared to
those who had never been married [OR=2.3; 95% CI (1.0 – 5.0); p = .04]. On average, younger
respondents (13-17 years old) were almost 5 times as likely as older participants to have not
been tested recently [OR=4.6; 95% CI (1.3 – 17.1); p = .02].
Moderation analysis results showed no evidence to suggest an interaction between early
sexual debut and sex norms (model 3, p = .68; model 4, p = .64).
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Results from Logistic Regression Models Assessing Sexual Violence Experiences
For the third research question, whether there was an association between ESD and
experiencing sexual violence (lifetime and recent) was explored. Additionally, the analyses
determined if sex-related social norms moderated these relationships. To answer these
questions, again a set of logistic regression models were evaluated for both response variables
with ESD included as the predictor of interest.

Any Sexual Violence, Lifetime
In the crude analysis (unadjusted model), the relationship was statistically significant but
not in the hypothesized direction (Table 11). It was expected that participants who lost their
virginity before age 15 would be more likely to experience sexual violence compared to their
counterparts who first had sex at or after 15 years old. Instead, early debuters were less likely to
report experiencing sexual abuse in their lifetime [OR=0.59; 95% CI (0.45 – 0.79); p = .0003].
However, after adjusting for the covariates in model 5, this relationship was no longer
statistically significant [OR=1.0; 95% CI (0.63 – 1.6); p = .99]. Model 5 revealed that, on
average, when controlling for ESD and the confounders, the odds of experiencing some form of
sexual violence were 3 times higher among participants who endorsed at least 1 sex-related
norm compared to those who did not endorse any of the traditional beliefs [OR=3.4, 95% CI (1.8
– 6.5); p = .0003]. Other covariates significantly associated with experiencing any sexual
violence when the other variables in the model were fixed include marital status and school
attendance. Those who were ever married were less likely [OR=0.34; 95% CI (0.16 – 0.70); p =
.003] and those who ever attended school were more likely [OR=2.4; 95% CI (1.3 – 4.3); p =
.005].
The interaction term included in models 3 and 4 to test potential moderation was not
statistically significant (model 3, p = .86; model 4, p = .50).
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Any Sexual Violence, Past 12 Months
In the series of logistic regression analyses of experiencing any sexual violence in the
past 12 months as the binary dependent variable, the associations with ESD were contrary to
the hypothesis. No statistically significant relationship existed in the unadjusted or adjusted
models (Table 12). However, after adjusting for the other study covariates in model 5,
participants who endorsed at least 1 sex-related norm were 5 times more likely to experience
some type of sexual abuse in the past 12 months than those who did not endorse any of the
traditional beliefs [OR=5.2; 95% CI (1.4 – 18.9); p = .01]. The only additional covariate
significantly associated with experiencing sexual violence recently after adjusting for the other
variables in model 5 was age at time of survey completion. On average, those who were in 1317 years old were almost 4 times as likely to recently suffer sexual violence victimization than
respondents who were 18-24 years old [OR=3.7; 95% CI (1.6 – 8.6); p = .003].
In terms of moderation, results showed no evidence to suggest that endorsing sexrelated social norms moderated the association between age at sexual premiere and
experiencing recent sexual violence victimization (model 3, p = .78; model 4, p = .18).

Conclusion
After controlling for the covariates in the model, age at sexual initiation was only
associated with inconsistent condom use and having ever been tested for HIV. There were no
statistically significant relationships between ESD and multiple sex partnership, recent HIV
testing, or lifetime or recent experiences of sexual abuse. Results did show statistically
significant associations between endorsing sexual norms and inconsistent condom use, having
an HIV test within the past 12 months, and both lifetime and recent sexual victimization, but no
relationship with having more than one sex partner or ever taking an HIV test. Additionally,
endorsing at least one traditional belief about sex-related gender roles did not moderate any of
the relationships between early sexual initiation and the six outcomes studied.
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Chapter 4: Discussion, Recommendations, and Conclusions

Delaying sexual initiation among young people has long been promoted as a primary
method for reducing the risk of HIV and teen/unintended pregnancy. Therefore, in an effort to
understand the factors contributing to Nigeria’s growing trends, the purpose of this study was to
examine relationships between age at sexual initiation and social norms, condom use, multiple
sex partnership, HIV testing, and sexual violence victimization in a large sample (N=899) of
females aged 13-24. The goal was to elucidate targets for prevention efforts and behavior
change interventions that could potentially be instrumental in thwarting the sequelae of early
sexual debut. Considering previous research, it was anticipated that initiating sex at a young
age would be significantly correlated with sexual risk-taking behaviors and sexual abuse. The
study hypotheses were partially supported and are discussed in this chapter.

Discussion
Social Norm Beliefs by ESD Group: Research Question 1
Prevalence of early sexual debut (ESD) in this sample of young females was 27%, which
was higher than other investigations on Nigeria. Differences were likely due to dissimilar
samples (age range, inclusion of males and females combined, type of survey, etc.).
We postulated that sex-related social norm beliefs would differ significantly between
ESDs and non-ESDs. Contrary to this hypothesis, the groups were only disparate on the belief
that a man has the right to beat his wife for refusing to have sex with him, with more ESDs
endorsing this statement than non-ESDs. Fatusi and Blum conducted one of the only other
Nigerian studies on this topic and noted that positive gender-related attitudes and personal
attitudes favoring delayed sexual debut were statistically associated with lower age at
initiation.123 Given the limited information available on beliefs about sexual norms and timing of
sexual onset among females in Nigeria, additional research is needed in this area.
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Early Sexual Debut and Sexual Risk Behavior: Research Question 2
The study hypotheses were that (a) ESDs would be more likely to engage in four sexualrisk taking behaviors compared to non-ESDs and (b) the relationships between early sexual
debut and each behavior would be moderated by sex-related social norms. These assumptions
were supported, but only in part. None of the respective associations were moderated by sex
norms suggesting that endorsement of at least one traditional belief about gender roles related
to sex does not influence the relationships between early sexual debut and condom usage,
multiple sex partnership, or HIV testing practices.
Inconsistent Condom Use. Not considering age at sexual debut, almost 9 out of 10
survey respondents (87%) reported using condoms inconsistently (“never” or “sometimes”)
when they had sex during the preceding 12 months. This proportion was substantially higher
than reported in other cross-sectional studies conducted in Nigeria, which ranged from 51.8%
among rural in-school adolescent females124 to 70% of young males and females aged 15-24.54
This could be because the current study’s sample included more married respondents (65%).
Notably, ESDs were 5 times as likely to use condoms inconsistently compared to non-ESDs.
These results are consistent with previous studies in which the researchers found that use of
condoms among females increased as their age at first sexual intercourse was delayed.53, 125, 126,
127

Findings may reflect the fact that most sexually active females in Nigeria have partners who

are much older than them.3 The lack of control and decision-making power that females have in
family planning and difficulties negotiating male condom use in a patriarchal relationship (men
typically determine whether or not to use a condom) are other potential explanations. Another
possibility is that youth who engage in one risky sexual behavior are likely to partake in other
high-risk practices as well.50, 55
One important caveat is that inconsistent condom use was examined among all
respondents regardless of marital status. The reason being the Federal Ministry of Health
reported that Nigeria’s exponential population growth is problematic, especially in high-poverty
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areas, and, subsequently, one of the country’s Millennium Development Goals for reducing the
growth rate is to increase contraceptive prevalence even among married couples.30
Nevertheless, it is certainly possible that married women surveyed may have used condoms
inconsistently because they were actively trying to get pregnant or because their husbands were
opposed to contraceptives. Their condom use is different from respondents reporting
inconsistent condom use with a non-marital, non-cohabiting sex partner and those with multiple
sex partners. Controlling for other covariates, married participants were almost 15 times more
likely than those who had never been married to not use condoms consistently. Therefore, in
future studies, it will be important to parcel this out and explore condom use among never
married participants and those who are married and report having had sex with more than one
partner in the past 12 months.
Multiple Sex Partnership. Similar to other published research, 30% of study participants
reportedly had two or more sex partners in their lifetime; 4% in the past 12 months.54, 128
Findings related to the relationship between young sexual onset and multiple sex partnership
were both counter to and consistent with previous research conducted given results have been
mixed. The hypothesis that ESDs would be more likely to have multiple sex partners than nonESDs was not supported. Bivariate analysis did reveal that the odds of having more than one
lifetime sex partner were almost half as likely for ESDs compared to non-ESDs, which aligns
with some prior research. For instance, Yode and LeGrand found that girls in Burkina Faso and
Uganda who initiated sexual intercourse after age 14 were more likely to have multiple partners
than younger debuters.53 They posited that family structure (living with or without one or both
parents) contributed to their unforeseen results. However, multivariable analysis revealed there
was no evidence to support an association once potential confounders were considered,
suggesting that other covariates (age, religion and ethnicity) were stronger predictors of multiple
sex partnership in the current study. Clearly, further research is warranted, and there are likely
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important mediators or moderators (e.g., religion and ethnicity) that can help explain some of
these inconsistent findings.
HIV Testing. Almost two-thirds of study participants reported never being tested for HIV.
Among the 344 respondents who had been tested at some point in their lifetime, less than half
had not done so within the past 12 months (recent). Contrary to the hypothesis, when all
covariates were regressed onto recent HIV testing, there was no evidence supporting a
relationship with ESD. However, early debuters were two times as likely to have never been
tested in their lifetime. Logically, this is not particularly surprising since one risky behavior
typically begets another, yet an alternate possibility is that, ironically, age of consent for sexual
activity in Nigeria is lower than the age of consent for voluntary HIV testing.129
These results are inconsistent with a cross-sectional population-based study of youth in
four provinces in South Africa, which found that sexual debut before age 15 was not associated
with ever testing for HIV.130 Conversely, our findings are comparable to other studies conducted
in Nigeria in which the researchers discovered that voluntary testing among Nigerian youth
increased statistically as age at debut increased.3, 78, 129, 131 These investigators affirmed positive
associations between HIV testing and age as well as testing and education, with younger, less
educated participants being at greatest risk of never getting tested. Similar results were found
for lifetime and recent testing in the current study. Collectively, these discoveries suggest that
programs designed to increase HIV testing uptake need to expand their efforts to specifically
target females who engage in sex before turning 15, are not in school, and between the ages of
13 and 17. Further, additional research is needed to identify the specific reasons females who
lose their virginity at a young age have a lower probability of ever being tested for HIV.

Early Sexual Debut and Sexual Violence: Research Question 3
None of the hypotheses about early sexual debut and sexual violence, or their
moderation by sexual norms endorsement, were supported by the findings. ESDs were not
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more (or less) likely to experience sexual abuse in the past 12 months. For lifetime experience,
there was an apparent negative bivariate association in which, surprisingly, non-ESDs were
more likely than ESDs to have been sexually victimized. However, that relationship was
attenuated and the findings were no longer statistically significant after adjusting for the study
covariates. Thus, there was no evidence to suggest a greater probability of lifetime or recent
sexual violence victimization by early age at onset for the study sample. These results
corroborate the findings of Chirinda et al130 and Richter et al,57 but Richter’s observed
correlation between sexual debut and lifetime sexual abuse remained after adjusting for
confounders. Counter to our results, Seutwadi’s research team in South Africa revealed that age
of sexual onset was statistically associated with having been physically forced to have sex
(lifetime experience).81 Their study suggested several other risk factors for sexual violence as
well, including having sex with someone older, having multiple sex partners in the past year,
and possessing sexually permissive attitudes.
Considering all Nigeria VACS respondents, one in four females experienced some form
of sexual abuse in childhood. Among the study sample, 45% reportedly experienced at least
one type of sexual abuse in their lifetime and 39% within the past 12 months. These results
align with previous studies showing that prevalence of sexual abuse is between 11 and 55% for
female adolescents in Nigeria.46, 91, 132 Consequently, it is probable that ESDs in the current
study have had more non-consensual sexual experiences than documented, but perhaps they
did not report the victimization because they were more tolerant of such abuse due to laws and
cultural traditions. They could view engaging in unwanted sexual experiences with their
husband or male partner as obligatory, obedience, or subservience instead of as a violation.
Further, inconsistent findings and the unsupported hypotheses could be due to the fact that
other risk factors may be stronger determinants of sexual violence victimization than early
sexual debut in the sample population. Therefore, given the dearth of information on these
associations among young Nigerian females, future research should explore the relationships
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for greater understanding of the risk and protective factors involved. Forthcoming studies also
need to examine forced first sex and whether type of sexual victimization varies by age in this
population.

Contributions of the Study
This study found evidence of a direct relationship between early sexual debut and
inconsistent condom use and lifetime HIV testing. Endorsing at least one social norm regarding
sexual behaviors of men and women did not moderate any of the associations examined, but
was a significant explanatory variable for all but two of the six outcomes explored. This implies
that endorsement of sexual norms may be a stronger predictor of these outcomes than age at
first sex; however, more research is critical for making inferences about the predictive nature of
these potential risk factors, especially considering the cross sectional design of the current
study.
Despite the limited findings on associations among early sexual debut and the outcomes
explored, the results still highlight some important considerations for prevention programming
and policies in Nigeria given the country’s social and cultural uniqueness from other African
nations. Information should not be extrapolated from other populations to develop programming
in Nigeria. The experiences of the study sample are specific to the sociocultural context of
Nigeria, which is shaped by societal factors and traditional beliefs about gender role
expectations and strong patriarchal views promoting masculinity and imbalances of power
between men and women. As such, study findings have direct implications for national and local
efforts to curtail problems contributing to increases in HIV transmission and unwanted
pregnancy among Nigerian girls and young women. Results support previous researchers who
suggested an association between ESD and other sexual risk-taking behaviors, but emphasize
the need for longitudinal studies or survival analysis to explore age of sexual initiation as a
predictor of subsequent risky sex practices and sexual abuse later in life. Additionally, because
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holding sex-related beliefs was associated with more outcomes than early sexual debut, the
study suggests necessity for more research on how cultural norms about gender roles related to
sex can influence sexual behavior and sexual violence victimization.
Especially noteworthy are the findings on HIV testing. The National Agency for the
Control of AIDS’s goal is 50% of all youth aged 15-19 years old in Nigeria, regardless of their
situation or circumstance, being tested for HIV by 2020. Prevalence is currently 8% for females,
7% for males.3 In this sample of sexually active females, 39% reported having ever had an HIV
test. Further, age at sexual premiere was positively associated with never being tested in the
participants’ lifetime (greater odds) and sexual norm endorsement was negatively associated
with not being tested in the past 12 months (lower odds). These findings imply that youth who
debut sexually at a young age, the very youth who are likely at increased risk for HIV, are less
likely to be tested. And, this is influenced in a protective way by sexual norm beliefs.

Strengths and Limitations
Strengths. Among the notable assets of this investigation is its innovation. This is the
first study to use data from the Nigeria VACS to examine sex-related social norms and explore
their moderating influence on relationships between ESD and condom use, multiple sex
partnership, HIV testing practices, and experiences of sexual violence victimization. VACS is a
nationally representative household survey and the singular source of population-based
estimates on the scope and type of violence experienced by Nigerian children as well as the risk
factors correlated with their experiences. Additionally, the study is among a few that assessed
female age at sexual initiation as an explanatory variable rather than an outcome.50, 75, 81, 125 It
also appears to be the only study that has explored the relationship between ESD and HIV
testing behaviors of young Nigerian females separately from males. Furthermore, findings fill a
gap in the extant literature on the sociocultural mechanisms underlying sexual behaviors and
sexual violence experiences of Nigerian females. Most published studies exploring similar topics
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in Nigeria focused on married and/or adult men and women aged 15-49 using data from the
2008 Nigeria Demographic and Health Survey, whereas this one used more recent data from
2014 on girls and young women age 13-24 (childhood and young adulthood experiences).
Limitations. VACS is cross-sectional survey, which prevents making causal inferences
about early sexual premiere as a true predictor of the outcomes assessed. Therefore, exploring
the issues longitudinally in future studies would be beneficial. The data were self-reported
retrospectively by the participants and are, therefore, subject to limitations from recall bias. For
instance, those who were victimized recently may have been more apt to recall incidents of
sexual violence than participants whose victimization occurred some time ago. Additionally,
some respondents could have been reluctant to openly disclose sensitive information about
their sexual risk-taking behaviors and victimization to the interviewers (underreporting and social
desirability bias). As a houhsehold survey, VACS excluded high-risk populations such as girls
and young women living in areas of conflict, on the streets, in detention centers, or in residential
or institutionalized care (hospitals or nursing homes) as well as those with physical or
developmental disabilities (hearing or speech impediments). It is probable that young people in
these situations have different trends of sexual risk-taking behaviors and sexual violence
victimization. Future research should include these highly vulnerable Nigerian female youth to
clarify whether their behaviors, experiences, and risk/protective factors differ from those residing
in households. Lastly, the sexual norms variable was a new composite consisting of belief
statements that differed from existing social norm scales used in previous studies. While the
measures comprising the scale were derived from 13 standardized, reliable and validated data
collection tools used extensively in violence and international studies,107-111 further validation of
this approach to defining social norms is needed.
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Clinical Implications of the Study
The scope of existing prevention research and programs need to broaden to not just
explore and impact changes in individual-level factors associated with the public health issues
examined in this study, but to also address the role of social- and community-level influences.
Evaluation of an adolescent sexual health behavior change program in Tanzania suggested that
its limited impact was the result of not addressing culture – i.e., shared practices and systems of
belief – as an influential driver.49 Odimegwu and Somefun recently conducted a large
population-based study using three years of data collected from over 7,800 males and females
who completed the Nigeria Demographic and Health Surveys in 2003, 2008, and 2013.48 Based
on their evidential findings, these researchers stressed the critical importance of addressing
social, cultural, and gender-specific factors in youth programs promoting protective sexual
behaviors in order to prevent unwanted pregnancy and the spread of HIV.
Therefore, more attention should focus on societal norms regarding traditional gender
roles and subsequent imbalances in power in sexual decision-making and how they contribute
to destructive beliefs and attitudes that perpetuate sexual risk-taking behaviors and precipitate
sexual violence victimization against girls and women in Nigeria. Study findings imply that
shifting archaic cultural norms in Nigeria and addressing gender-based inequalities could impact
behaviors that put women and children at greater risk of HIV and unwanted pregnancies.
However, Nigeria is steeped in its historical traditions and there are strong forces working to
maintain existing power dynamics (i.e., Sharia law and militant extremists groups such as Boko
Haram). These obstacles could prove problematic for moving the needle toward positive social
change that translates into decreases in the prevalence of HIV and teen pregnancy among girls
and young women throughout the country. Nevertheless, activism, social movements, and
media campaigns condemning violence and promoting empowerment of these vulnerable
groups should be undertaken. Such efforts could help dismantle existing power structures that
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reward compliance with disparaging traditional norms and ignore legal protections for women
and children.
Sex education promoting consistent condom use in early adolescence through
adulthood and social-norms based interventions should be developed. Prevention programs
need to be informed by behavior change theories, such as the Theory of Gender and Power, in
order to alter people’s attitudes, beliefs, and behaviors. This will involve introducing them to the
harmful effects of the cultural norms in Nigeria and the benefits of avoiding subsequent actions
rooted in those traditional beliefs. The premise is that if enough people within a social group
(neighborhood, community, school, etc.) modify their attitudes about a given behavior, such as
gender-based sexual abuse or condom use, eventually injunctive norms (i.e., perceptions about
what members of the group think others should or should not do) and descriptive norms (i.e.,
what members of the group actually do) related to that behavior will shift as well.92, 133
Because Nigerian girls and women often lack the power to control and make decisions
about important aspects of their lives (e.g., sexual negotiation and family planning), alterations
to the structural context in Nigeria, including laws, sanctions, and policies, will be critical.
Behavior change interventions must be coupled with structural and legal modifications at state,
regional, and national levels to have a measurable and lasting impact. For example, in addition
to patriarchal cultural and religious beliefs, Nigerian laws restrict women’s sexual and
reproductive rights. Government-run hospitals require a husband’s approval before distributing
family planning treatments to a married woman; this stems from traditional sociocultural belief
that a man owns the rights to his wife’s fertility.134 Further, the legal age of consent to test for
HIV in Nigeria is 18; under 18 requires consent of a parent or guardian. This is higher than other
African countries such as Uganda where policies and programs have curbed the spread of
HIV.129 Government agencies and medical facilities need to focus their efforts on promoting
routine HIV testing and counseling among youth including integrating it into routine screenings
for sexually transmitted infections and other health care services.
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Future Research Needed
This study revealed the need for more research addressing the influence of early sexual
debut and sex-related societal norms as predictors of sexual risk-taking behaviors and abuse
that, in turn, increase the risk of contracting HIV and unwanted pregnancy. More specifically,
these investigations should include Nigerian females aged 13-24 from all walks of life (those
residing in a household, street youth, in/out of school, married/unmarried, institutionalized, etc.)
as targeted sample populations. Future studies on the outcomes examined in this investigation
should employ multilevel modeling methods to explore the influences of these predictors in the
context of varying socioecological levels. Additionally, survival analysis would be useful for
determining whether sentinel events, such as age at sexual debut and coerced or forced first
sex, predict sexual violence victimization later in life (lifespan from childhood to adulthood)
among girls and young women living in Nigeria. It will also be important to apply research
methods that take underreporting and recall bias into account. Finally, additional research
further delineating if and how early sexual debut and sexual norms influence HIV testing
behaviors is pertinent to designing programs that increase uptake. Studies should also explore
the impact of age of consent for HIV testing to determine if reducing or removing age limitations
affects the prevalence of testing among females in Nigeria.

Conclusions
Although abounding evidence shows high prevalence of early sexual debut in Nigeria,
few national-level studies have reported a link to HIV-related risk factors among adolescent
females. This study extends previous research that has primarily focused on timing of first sex
as an outcome and attempts to fill the gap in the published literature by exploring age at sexual
onset as a determinant of several public health issues profoundly affecting young Nigerian
females. It revealed that early sexual debut was significantly associated with inconsistent
condom use and never having a HIV test, with a much greater likelihood among those who
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debuted before 15 compared to participants whose first sexual intercourse was at age 15 or
older. There was no evidence to support the assertion that endorsing at least one traditional
belief about gender roles in sexual situations had a moderating effect on any of the
hypothesized relationships. However, social norms were independently associated with
inconsistent condom use, not having an HIV test in the past 12 months, having experienced
sexual abuse in one’s lifetime, and experiencing sexual violence in the past 12 months.
Subsequently, as evidenced by these findings, age at sexual debut and belief in traditional
social norms inflict a substantial burden on the public health system in Nigeria. In order to move
the field forward and address these growing problems, additional research is needed to further
inform policy- and decision-makers about developing comprehensive programs that reduce risk
factors in the short-term and ultimately decrease rates of HIV and unwanted pregnancies in the
long-term. Prevention programs should strive to alter sociocultural views of what is deemed
acceptable/unacceptable behavior for men and women, promote consistent condom use among
girls and young women, and improve access to HIV testing services by making it available not
only in medical facilities but also in the community, schools, and at home.
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Table 1
Participant sociodemographic characteristics and sexual history (N=899)
Characteristic
Weighted %
n
Age group
13-17 years old
184
18.5
18-24 years old
715
81.5
Ever attended school
Yes
632
69.4
No
266
30.6
Recent employment
Yes
455
50.3
No
443
49.7
Ethnicity
Hausa-Fulani
318
39.3
Igbo/Ibo
1356
13.3
Yoruba
154
16.5
Other
230
30.9
Religion
Christian
448
48.7
Islam
446
51.3
Food insecure
Yes
276
43.6
No
426
56.4
Ever married/lived with some as married
Yes
596
64.9
No
303
35.1
Orphan
Yes
267
45.6
No
316
54.4
First sexual intercourse forced/coerced
Yes
208
25.3
No
660
74.7
Had sex in the past 12 months
Yes
740
81.8
No
159
18.2
Ever been pregnant
Yes
544
60.5
No
353
39.5
Age at time of survey in years
899
18.2 (3.6)*
Age first sex in years
899
16.1 (2.9)*
Age first pregnancy in years
553
17.2 (2.8)*
Age first got married
553
16.3 (3.0)*
Note. * Mean and standard deviation
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Table 2
Distribution of participant sexual norm beliefs, sexual risk-taking behaviors, and sexual
violence experiences (N=899)
Characteristic
Weighted %
n
Sexual Risk-taking Behaviors
Age at first sex
< 15 years old
244
26.7
>=15 years old
655
73.3
Condom use during sex
Never or sometimes
640
87.2
Always
83
12.8
Number of sexual partners, lifetime
1
511
69.7
2+
214
30.3
Number of sexual partners, past 12 months
1
712
96.0
2+
26
4.0
Knows what HIV/AIDS is
Yes
684
75.5
No
206
24.5
Ever been tested for HIV test
Yes
344
38.1
No
548
61.9
Most recent HIV test less than 12 months ago
Yes
173
55.4
No
171
44.6
Used any illicit drugs in past 30 days
Yes
4
0.33
No
890
96.7
Got drunk at least 1 day in past 30 days
Yes
89
10.6
No
758
89.4
Sexual Violence Experiences
Ever touched
Yes
202
23.0
No
692
77.0
Ever an attempt made
Yes
198
21.1
No
699
78.9
Ever pressured
Yes
76
10.0
No
821
90.0
Ever forced
Yes
210
25.2
No
686
74.8
Any sexual violence ever in lifetime
Yes
392
45.0
No
507
55.0
Touched in past 12 months
Yes
80
39.1
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No
121
Attempt made in past 12 months
Yes
62
No
135
Pressured in past 12 months
Yes
22
No
53
Forced in past 12 months
Yes
43
No
166
Any sexual violence in past 12 months
Yes
141
No
250
Sex-related Social Norms
Abuse justified for denying sex
Yes
189
No
696
Men decide when to have sex
Yes
457
No
368
Men need more sex than women
Yes
592
No
220
Married men need to have sex with other
women
Yes
121
No
737
Women who carry condoms have a lot of sex
Yes
424
No
309
Endorsed at least one sex-related norm
Yes
731
No
167
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60.9
31.5
68.5
23.2
76.8
20.0
80.0
33.9
66.1

22.2
77.8
55.8
44.2
74.8
25.2

14.4
85.6
58.3
41.7
82.1
17.9

Table 3
Participant characteristics by sexual debut age group (before age 15 compared to at or above
age 15)
Early Sexual Debut (N=899)
Yes
No
(n=244)
(n=655)
Characteristics
(WTD %)
95% CI
(WTD %)
95% CI
p value
Age group
p<.0001
13-17 years old
108 (39.5)
31.5 – 47.5
76 (10.9)
8.0 – 13.9
18-24 years old
136 (60.5)
52.2 – 68.5
579 (89.1)
86.1 – 92.0
Ever attended
p<.0001
school
Yes
109 (42.0)
32.3 – 51.6
523 (79.4)
74.5 – 84.2
Recent employment
p=.99
Yes
128 (50.2)
41.5 – 59.0
327 (50.3)
44.9 – 55.7
Ethnicity
p<.0001
Hausa-Fulani
135 (62.1)
52.7 – 71.4
183 (31.1)
24.7 – 37.5
Igbo/Ibo
19 (6.4)
3.4 – 9.3
116 (15.9)
11.5 – 20.2
Yoruba
18 (7.9)
3.6 – 12.2
136 (19.6)
14.1 – 25.0
Other
54 (23.7)
15.1 – 32.3
176 (33.5)
26.7 – 40.3
Religion
p<.0001
Christian
79 (30.1)
21.9 – 38.3
369 (55.5)
48.4 – 62.5
Islam
164 (69.9)
61.7 – 78.1
282 (44.5)
37.5 – 51.6
Food insecure
p=.10
Yes
82 (38.8)
30.2 – 47.3
194 (45.8)
39.3 – 52.3
Ever married
p=.0006
Yes
182 (75.7)
68.7 – 82.8
414 (61.0)
55.2 – 66.8
Orphan
p=.0008
Yes
61 (34.4)
27.0 – 41.8
206 (50.2)
44.1 – 56.4
WTD = Weighted
CI = Confidence interval
Unweighted sample sizes and weighted row percentages are presented
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Table 4
Sexual history and risk-taking behaviors by sexual debut age group (before age 15
compared to at or above age 15)
Early Sexual Debut (N=899)
Yes
No
(n=244)
(n=655)
Behaviors
(WTD %)
95% CI
(WTD %)
95% CI
Inconsistent
186 (96.7)
94.0 – 99.3
454 (83.8)
79.5 – 88.1
condom use

p-value
p<.0001

Multiple sex
partners, lifetime

43 (21.5)

14.2 – 28.7

171 (33.6)

27.9 – 39.4

p=.007

Drunk at least 1 day
during past 30 days

18 (7.9)

3.6 – 12.2

71 (11.6)

8.4 – 14.8

p=.16

No HIV knowledge

87 (38.1)

28.5 – 47.7

119 (19.6)

14.6 – 24.6

p<.0001

No HIV test, ever

196 (85.3)

79.2 – 91.4

352 (53.5)

47.8 – 59.1

p<.0001

No HIV test, past 12
26 (63.8)
47.0 – 80.6
145 (42.4)
months
WTD = Weighted
CI = Confidence interval
Unweighted sample sizes and weighted row percentages are presented

35.3 – 49.5

p=.02
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Table 5
Sexual violence experiences by sexual debut age group (before age 15 compared to at or
above age 15)
Early Sexual Debut (N=899)
Yes
No
(n=244)
(n=655)
Experiences
(WTD %)
95% CI
(WTD %)
95% CI
p value
First sex non68 (26.9)
19.9 – 33.9
140 (24.7)
20.3 – 29.1
p=.56
consensual
Ever touched

43 (15.0)

10.5 – 19.6

159 (25.9)

21.1 – 30.7

p=.0001

Ever an attempt

36 (12.0)

8.0 – 16.0

162 (24.5)

19.9 – 29.0

p<.0001

Ever pressured

21 (9.8)

5.4 – 14.2

55 (10.0)

6.6 – 13.4

p=.94

Ever forced

61 (23.3)

16.9 – 26.7

149 (25.9)

21.2 – 30.5

p=.44

Touched in past 12
months

18 (38.8)

24.1 – 53.6

62 (39.1)

30.2 – 48.0

p=.98

An attempt in past
12 months

12 (34.9)

18.4 – 51.4

50 (30.9)

21.4 – 40.5

p=.66

Pressured in past 12
months

4 (19.3)

0.57 – 38.1

18 (24.5)

11.2 – 37.9

p=.65

Ever forced

12 (21.9)

10.1 – 33.8

31 (19.4)

11.1 – 27.7

p=.73

Any sexual violence,
ever

92 (35.8)

29.2 – 42.3

300 (48.4)

43.5 – 53.3

p<.0001

Any sexual violence,
35 (35.4)
25.4 – 45.3
106 (33.5)
past 12 months
WTD = Weighted; CI = Confidence interval
Unweighted sample sizes and weighted row percentages are presented.

26.3 – 40.7

p=.76
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Table 6
Sexual norm perceptions by sexual debut age group (before age 15 compared to at or above
age 15)
Early Sexual Debut (N=899)
Yes
No
(n=244)
(n=655)
Beliefs Endorsed
(WTD %)
95% CI
(WTD %)
95% CI
p value
Right for a man to
p=.01
64 (29.4)
20.6 – 38.2
125 (19.6)
15.4 – 23.7
beat his wife for
refusing sex
Men should decide
when to have sex

128 (58.6)

49.2 – 68.1

329 (54.9)

49.0 – 60.7

p=.47

Men need more sex
than women

147 (69.4)

60.2 – 78.6

445 (76.7)

72.5 – 80.8

p=.12

Men need other
women even if have a
good relationship
with wife

26 (10.9)

6.1 – 15.7

95 (15.6)

11.7 – 19.5

p=.11

Women who carry
condoms have sex
with a lot of men

101 (52.9)

42.4 – 63.4

323 (60.0)

54.9 – 65.0

p=.19

Endorsed at least 1
188 (76.0)
67.4 – 84.6
543 (84.3)
sexual norm
WTD = Weighted
CI = Confidence interval
Unweighted sample sizes and weighted row percentages are presented

81.0 – 87.6

p=.03
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Table 7
Multiple logistic regression models assessing association between early sexual debut and inconsistent
condom use
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
<.0001
.03
<15 years old
5.6
2.5 – 12.4
5.2
1.2 – 23.1
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
.02
Yes
3.7
1.2 – 10.9
No
Ever married
<.0001
Yes
14.7
4.9 – 44.1
No
Ref
Ever attended school
Yes
No
Religion
Christian/Catholic
0.47
0.14 – 1.6
.24
Islam
Ref
Age group at time of
survey
13-17 years old
2.3
0.68 – 7.7
.18
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
Ibo/Igbo
0.31
0.06 – 1.6
.16
Yoruba
0.40
0.08 – 2.0
.28
Other
0.42
0.09 – 2.0
.28
Food insecure
Yes
1.0
0.40 – 2.5
.99
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is inconsistent condom use (i.e., never use or only use sometimes) when
had sex in the past 12 months
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Table 8
Multiple logistic regression models assessing association between early sexual debut and multiple sex
partnership
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
.01
<15 years old
0.54
0.34 – 0.86
2.1
0.99 – 4.7
.05
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
Yes
1.1
0.48 – 2.6
.78
No
Ref
Ever married
Yes
0.64
0.29 – 1.4
.26
No
Ref
Ever attended school
Yes
1.8
0.68 – 4.6
.24
No
Ref
Religion
<.0001
Christian/Catholic
6.3
2.7 – 14.2
Islam
Ref
Age group at time of
survey
.003
13-17 years old
0.19
0.08 – 0.46
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
Ibo/Igbo
1.3
0.40 – 4.2
.66
Yoruba
2.6
0.81 – 8.6
.11
.003
Other
3.7
1.6 – 8.6
Food insecure
Yes
1.5
0.79 – 2.8
.21
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is having two or more partners in participants’ lifetime
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Table 9
Multiple logistic regression models assessing association between early sexual debut and never having
a HIV test
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
<.0001
.02
<15 years old
5.0
3.0 – 8.4
2.1
1.1 – 4.0
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
Yes
1.5
0.89 – 2.4
.14
No
Ref
Ever married
Yes
0.60
0.34 – 1.1
.07
No
Ref
Ever attended school
<.0001
Yes
0.22
0.11 – 0.44
No
Ref
Religion
Christian/Catholic
0.87
0.42 – 1.8
.71
Islam
Ref
Age group at time of
survey
.004
13-17 years old
2.7
1.4 – 5.2
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
.03
Ibo/Igbo
0.33
0.12 – 0.88
Yoruba
0.57
0.23 – 1.4
.23
.009
Other
0.34
0.15 – 0.76
Food insecure
Yes
1.0
0.60 – 1.7
.99
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is never having an HIV test in participants’ lifetime
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Table 10
Multiple logistic regression models assessing association between early sexual debut and not having a
HIV test in the past 12 months
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
.03
<15 years old
2.4
1.1 – 5.2
1.7
0.60 – 4.7
.33
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
.007
Yes
0.31
0.13 – 0.73
No
Ref
Ever married
.04
Yes
2.3
1.0 – 5.0
No
Ref
Ever attended school
.07
Yes
0.40
0.14 – 1.1
No
Ref
Religion
Christian/Catholic
1.5
0.55 – 4.2
.42
Islam
Ref
Age group at time of
survey
.02
13-17 years old
4.6
1.3 – 17.1
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
Ibo/Igbo
0.57
0.23 – 1.4
.58
Yoruba
0.34
0.15 – 0.76
.90
Other
1.0
0.29 – 3.4
.99
Food insecure
Yes
1.0
0.60 – 1.7
.90
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is not having an HIV test in the past 12 months (among those who had ever
had an HIV test)
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Table 11
Multiple logistic regression models assessing association between early sexual debut and ever
experiencing any sexual violence
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
.0003
<15 years old
0.59
0.45 – 0.79
1.0
0.63 – 1.6
.99
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
.0003
Yes
3.4
1.8 – 6.5
No
Ref
Ever married
.003
Yes
0.34
0.16 – 0.70
No
Ref
Ever attended school
.005
Yes
2.4
1.3 – 4.3
No
Ref
Religion
Christian/Catholic
2.0
0.90 – 4.6
.09
Islam
Ref
Age group at time of
survey
13-17 years old
0.96
0.56 – 1.6
.88
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
Ibo/Igbo
1.0
0.39 – 2.8
.93
Yoruba
0.74
0.29 – 1.9
.52
Other
1.1
0.50 – 2.5
.79
Food insecure
Yes
1.5
0.87 – 2.6
.15
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is ever experiencing any type of sexual violence (in lifetime)
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Table 12
Multiple logistic regression models assessing association between early sexual debut and experiencing
any sexual violence in the past 12 months
Unadjusted
Adjusted
Characteristic
OR
95% CI
p value
OR
95% CI
p value
Age at sexual debut
<15 years old
1.1
0.63 – 1.9
.77
0.8
0.35 – 1.8
.60
>=15 years old
Ref
Ref
Endorsed at least 1 sex
norm
.01
Yes
5.2
1.4 – 18.9
No
Ref
Ever married
Yes
0.52
0.24 – 1.1
.09
No
Ref
Ever attended school
Yes
0.80
0.19 – 3.2
.74
No
Ref
Religion
Christian/Catholic
1.5
0.53 – 4.4
.43
Islam
Ref
Age group at time of
survey
.003
13-17 years old
3.7
1.6 – 8.6
18-24 years old
Ref
Ethnicity
Hausa-Fulani
Ref
Ibo/Igbo
2.9
0.44 – 19.5
.27
Yoruba
4.7
0.82 – 26.6
.08
Other
2.9
0.51 – 16.0
.23
Food insecure
Yes
0.94
0.46 – 1.9
.86
No
Ref
OR = Odds ratio; CI = confidence interval; Ref = reference category
Dependent variable is experiencing any type of sexual violence in the past 12 months
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Appendix
Nigeria Violence Against Children Survey (VACS)
To access the 2014 Nigeria VACS questionnaire or dataset, visit the Together for Girls website
at https://www.togetherforgirls.org/request-access-violence-children-survey-datasets/.
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